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Continuing Education: A Challenge 
To the Profession 


WILLIAM R. PATTERSON, D.D.S. 





Dr. Patterson is a graduate of Washington University School of 
Dentistry, 1950. He is a general practitioner. The Commission 
on the Survey of Dentistry requested that he prepare this paper 
as one of the studies pertinent to the Survey. He has written con- 
siderable concerning general problems of dental education and 
continuation studies. 

He ts chairman of the Board of the Institute for Postgraduate 
Education in Dentistry, University of Arkansas; chairman of the 
Science Committee and member of the Board of Regents, Tex- 
arkana College; chairman of the Executive Committee, Buchanan 
Foundation, School of Nursing; and a member of the Executive 
Council, Arkansas State Dental Association. 





The rapidly flowing, changing events which mark the progress of 
dental art and science give new dimension and place greater demand 
on the educational system of the profession. 

The ever-widening gap between research and clinical practice 
makes it apparent that improved methods of continuing education 
must be developed. The term “continuing education” as used here 
encompasses all forms of dental education following completion of 
the undergraduate curriculum. The present scope of these activities, 
including graduate, postgraduate, and refresher type programs now 
being offered, cannot be assumed to serve the needs of 90,000 dental 
practitioners. There is little comfort in the fact that medicine faces 
the same important problem.’* The dentist or physician who is con- 
ducting a 1940 type practice in 1960 is rendering limited service to 
the patient and constitutes a liability to his profession. In the final 
analysis, the public’s collective appraisal of the healing arts is not 
on the basis of official pronouncements made by the professions, but 


Special Studies, Number 25, Commission on the Survey of Dentistry in the United 
States of the American Council on Education. 
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rather on the quality of service being rendered at the community 
level. 

It is therefore a prime function of organized dentistry and dental 
educators to provide not only the mechanism but the stimulus which 
will assure professional excellence through well-planned, realistic 
programs of continuing education. This problem cannot be resolved 
by generalization or editorial comment. Positive leadership is re- 
quired by a public increasingly cognizant of oral disease and right- 
fully demanding a better health service." 

The present system of dental education was designed when treat- 
ment methods and techniques were relatively static as compared to 
the revolutionary advances occurring in the biological and techno- 
logical sciences of today. We can no longer justify the expenditure of 
over 90 per cent of our educational effort on the undergraduate cur- 
riculum. Certainly the present structure of undergraduate training 
cannot be weakened; the proposition is that graduate, postgraduate, 
and refresher type programs must be strengthened. 

The student of the future, as well as the practitioner of today, 
must be imbued with the philosophy that education for the profes- 
sion is a lifetime experience. Since philosophies are usually relegated 
to the archives unless translated into objectives, the following basic 
proposals in undergraduate and postgraduate training should be con- 
sidered if we are to weave a mofe perfect pattern of dental education. 


DEVELOPING THE CONTINUING STUDENT 


No one can doubt the progress or increasing quality of under- 
graduate dental education. But it would be unrealistic to assume 
that serious flaws do not exist in present methods and techniques of 
instruction.*: ® The most obvious of these is the failure of many 
schools to correlate effectively the basic sciences with clinical prac- 
tice.!°-!5 This failure results in the graduation each year of a number 
of skilled technicians with doctorate degrees. Graduates of this cali- 
ber may develop the “know-how” but rarely the “know-why” of den- 
tistry. This condition is fostered by the presently accepted horizontal 
plan of instruction in which the student, all too frequently, gains 
the impression that basic science courses are academic hurdles to be 
endured for a two-year period, rather than the foundation upon 
which a successful practice and continuing education must be built. 





CONTINUING EDUCATION 5 


This impression is often justified by a line of cleavage which exists 
between the basic science and clinical faculties. This cleavage is, of 
course, not in the social sense but rather in the sense of academic 
values. One section revolves in the orbit of the microscope and test 
tube, while the other focuses full attention on the curette, the anes- 
thetic syringe, and the versatility of restorative materials. In this en- 
vironment the student is handed two separate packages of instruc- 
tion; both may be excellent in quality but so well encapsulated that 
the dovetails of integration are not apparent.’® This sterile, com- 
partmentalized type of instruction creates a negative attitude toward 
the basic sciences and their vital role in understanding the patterns 
of health and disease. 

Certainly the art of critical inquiry, the discipline of the scientific 
method upon which professional maturity and advancement de- 
pend, is difficult to impart by this segmented technique. 

In meeting this problem it is fundamental that, while planned 
correlation of the basic sciences with clinical practice must be initi- 
ated at the administrative level, it can only be activated and achieved 
by teachers who are (1) sympathetic with the problem, and (2) ca- 
pable of correlating the two subjects. 

Unfortunately, many faculties have members, especially in the 
clinical areas, who sincerely believe that dentistry is no more than a 
series of mechanical manipulations. This element does considerable 
damage to the morale of the student and his ultimate potential by 
suggesting or implying that the basic sciences are to be tolerated but 
not remembered. Continuing education, regardless of quality, can- 
not compensate for a poor foundation in the biological sciences. 

Another inhibiting factor in undergraduate dental education, and 
the optimal development of the student, is the existence in many 
states of antiquated requirements for examination and licensure. 
Schools are often forced to waste valuable time preparing the student 
in archaic techniques with little practical or theoretical application 
to modern practice. If this same time could be devoted to motivating 
intellectual curiosity, rather than packaging relatively worthless in- 
formation, the student, the profession, and the public would be the 
beneficiary. It must be stated that the National Board of Dental Ex- 
aminers, with the cooperation of many state boards, is making defi- 
nite progress in this area. 

The quality of undergraduate instruction is stressed, because it is 
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during the formative years that habit patterns of inquiry and bal- 
anced judgment are best established. 






METHOopDs OF CONTINUING EDUCATION 







There are essentially four methods by which the practitioner may 
continue his education following graduation.? These are: 









I. Graduate, postgraduate, and refresher programs offered at the university 
level; 
II. Scientific sessions conducted in conjunction with meetings of local, state, 
and national dental societies. Study clubs are included in this category; 
III. Reading the dental literature, the utilization of educational materials avail- 
able through library facilities, and other methods of communication; 
IV. Consultation with colleagues. 








While programs presented at the university level (due to facilities, 
organization, and clinical material) can be considered the most re- 
warding method of continuing education, the great majority of the 
profession is nourished through the society meeting, the dental liter- 
ature, and consultation among colleagues. 

For the sake of continuity, let us review these educational oppor- 
tunities and determine their present status and relative merit. 











I. Graduate, postgraduate, and refresher programs offered 
at the university level 






One of the most important advances in dental education is occur- 
ring in the field of graduate study. The significance of these pro- 
grams, leading to a master’s degree or a doctorate, is reflected by the 
increased quality of dental teaching and research. While many who 
pursue graduate study enter private practice, the majority remain in 
educational endeavors. 

In the 1958-59 school year, 542 students enrolled in 250 graduate 
programs offered in 30 areas of the dental curriculum.”* This repre- 
sented a 21 per cent increase over the similar period in 1956-57, and 
a 268 per cent increase over programs presented during the 1947-48 
school year (Table 1). The fact that 74 per cent of dental schools now 
offer graduate education is indicative of the growing dependence on 
this program for the production of those who are to perform teach- 
ing and research functions. 

Table 2 depicts the areas in which graduate programs are being 
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TABLE | 


SUMMARY DATA ON GRADUATE PROGRAMS IN DENTISTRY, 
1947-1959 








Number % In- 
of Dental Number % of Number crease (or 
Schools of Schools Schools of Gradu- Decrease) % 
Graduat- Offering Offering ate Pro- From Increase 
ing Graduate Graduate grams Preceding From 
Students Programs Programs Offered Year 1947 





39 13 33 68 ve a 
39 17 44 80 18 18 
39 23 59 150 88 120 
40 62 174 16 156 
41 54 131 (25) 93 
42 71 149 14 119 
42 71 186 25 178 
43 74 207 11 204 
43 81 250 21 268 





From Council on Dental Education, American Dental Association, October 1959. 


offered and the number of programs in each area. Even a casual re- 
view of subjects presented reveals the increasing emphasis on the role 
of the basic sciences in the dental curriculum. This emphasis is a 
credit to dentistry when the pure science is blended with a keen 
sense of social responsibility and the art of imparting knowledge. 

It is a paradox that the growing emphasis on research and the 
formidable sums available should, in some instances, work to the 
detriment of dental education. It is true that many competent in- 
structors are being drained from teaching institutions into research 
facilities. This problem is compounded by a tendency in certain 
phases of graduate education to develop a strain of ‘“‘pure scientists” 
with limited training, desire, or ability to teach. Many of these find 
their way into schools of dentistry. As a result, school administrators 
are confronted with the problem of such individuals serving in de- 
partments which have the mission of teaching a specific subject, and 
developing in students the competence for continued learning 
throughout life. While research programs within schools are essential 
and must be strengthened, “teaching” remains the primary assign- 
ment. Instructors who ignore this tenet are sacrificing student inter- 
est and accomplishment. 
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The basic principles of education which are necessary to the art 
of communication must be an integral part of all graduate programs. 
The recent reorganization of the American Association of Dental 
Schools to include a full-time staff is expected to aid the Council on 
Dental Education of the American Dental Association in a more 
effective standardization of graduate and postgraduate programs 
without restricting the academic freedom necessary to advanced 
studies. 











TABLE 2 







GRADUATE PROGRAMS 
(1958-59 School Year) 
















een ee poe WE. SR EE ob vets snanads sip ee 









Anesthesia .......... secece BS ) ET 5.65 s0esesnaauee 18 
Anthropology ..... ee fr ree 24 
Bacteriology ........ sive sda SE RD kas Rb caedeGaeee 20 
Biological Chemistry ............ 14 Pathology ....... ee ee 
Crown and Bridge Prosthesis & Pedodontics ........... 18 
Dental Materials . 5 Periodontics ... in a aie 17 
Dental Medicine . S PROG 2.06. hes eek il 
Dentistry ..... DS Daisies 8M 15 
Endodontics Eames 4 Preventive Dentistry ............ 1 
General Pathology ..... 12 Prosthodontics ....... nine ae 
Histology and Embryology 5 Public Health Dentistry ......... 3 
Microbiology 7 Radiation Biology ............ ] 
Operative Dentistry GS | ON CAN sda 55s wtnin ns cin SN BY 4 
Oral Diagnosis .............. 2 Roentgenology .............. seer me 

















From Report of Council on Dental Education, American Dental Association. 





Postgraduate programs are designed primarily for the formal train- 
ing of those who are to enter one of the clinical specialties. During 
the 1958-59 school year, there were 517 students enrolled in the 127 
postgraduate programs. Programs were provided in 19 areas of the 
dental curriculum and offered in 66 per cent of all dental schools 
(Table 3). The growth of postgraduate education, while not ade- 
quate, is commendable in view of restricted physical and teaching 
facilities (Table 4). 

Closely allied to the graduate and postgraduate effort is the educa- 
tion program conducted in hospitals. There are now 306 approved 
internships and residencies in 213 hospitals. In many instances these 
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TABLE 3 


POSTGRADUATE PROGRAMS 
(1958-59 School Year) 











Anesthesia Oral Rehabilitation 

Crown and Bridge . 

Dental Materials ....... Store Orthodontics ... 
Endodontics Me: #)\ Pedodontics 
General Dentistry . : Pedodontics—Cerebral Palsy 
Operative Dentistry we. Periodontics 

Oral Diagnosis ...... Prosthodontics 


Oral Histology ........ Research, Patient Care, and 
Oral Medicine ...... | Teacher Training 


Oral Pathology _— 6 Roentgenology 





From Report of Council on Dental Education, American Dental Association. 


TABLE 4 


SUMMARY DATA ON POSTGRADUATE PROGRAMS IN 
DENTISTRY, 1947-1959 








Number of % of 
Schools Schools Number of 
Offering Offering Postgraduate 
Postgraduate Postgraduate Programs 
Programs Programs Offered 





18 46 72° 
22 56 102° 
24 61 228° 
29 72 339° 
23 56 
25 59 
27 64 

60 

72 


79 
80 
94 
00 


l 
127 


26 
$1 





* Figures prior to 1952-1953 included some programs less than one academic year in 


length. 
From Council on Dental Education, American Dental Association, October 1959. 
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internship and residency programs are coordinated with graduate 
and postgraduate programs offered by the schools. 

Credit should be given to the various specialty boards for elevating 
the standards of dental practice, and for demonstrating and demand- 
ing improved methods of postgraduate study.’7 While the gradually 
increasing requirements of the various boards in controlling the 
quality of the specialty is laudable, it remains that the judgment of 
those in dental education must prevail in designing the postgraduate 
curriculum. The attainment of a dental degree, or the status of a 
diplomate, does not necessarily qualify one as an expert in the field 
of dental education. Dental education in the main should be left to 
dental educators who, in turn, must be sensitive to the needs of the 
profession and its representatives. 

The recently adopted “Requirements for National Certifying 
Boards for Special Areas of Dental Practice,’’'* prepared by the Coun- 
cil on Dental Education of the American Dental Association, demon- 
strates effective liaison and progressive legislation in this area. It is 
interesting to note that Parts 6 and 8, under the general heading 
“Operations of Boards,” specifically provide that boards must show 
evidence of effective continuing educational programs, and certify 
that individual members are keeping abreast of current develop- 
ments within the specialty. 

At present there is no procedure for recognizing or approving 
graduate or postgraduate programs offered by dental schools or other 
institutions with advanced programs in dentistry. The Council on 
Dental Education has given careful consideration toward the devel- 
opment of appropriate standards of accreditation for these programs 
which presently vary from nine months to five years. There is evi- 
dence that budgeting problems and resulting staff deficiencies are 
impeding the progress of the Council in this and other areas. Since 
the effectiveness of the Council on Dental Education greatly deter- 
mines the quality of the profession, it would seem essential that ade- 
quate financial support be given to the present excellent staff. 

Refresher programs for the general practitioner, at the university 
level, must be strengthened. If we would assume a “man from Mars” 
approach to the problem of continuing education, it would be hard 
to justify the expenditure of 90-95 per cent of postgraduate effort on 
the 3 per cent who make up the specialties of the profession. This 
does not suggest the reduction of present formal postgraduate pro- 
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TABLE 5 


NUMBER OF DENTISTS ENROLLED IN UNIVERSITY REFRESHER 
COURSES FROM 1948 TO 1958 


t 1950 1 1952 | 1954 
sot, Nat And Si i eie2 Ande Bs at And $5 hoa Se paste nla Nod, 


t qT t t + 























Figures prior to 1954 are estimates of refresher programs given by universities and 
originally classified under postgraduate dental education. 


grams, but rather the expansion of continuing education to serve 
those in general practice who administer 80-90 per cent of all dental 
treatment. Should we not be vitally concerned with the quality of 
service rendered by the vast majority of the profession? Are we to 
assume that the practitioner who passed a state board examination 
in 1945 is abreast of current advances in dental art and science? It is 
obvious that many in the profession are concerned, but, to this point, 
stated objectives have not been translated into positive programs. 
In discussing this phase of dental education, the question should 
be raised: Can dental educators devise more effective and realistic 
programs of continuing education? An affirmative reply is manda- 
tory. Dental educators must create more effective methods of putting 
new concepts and techniques into the hands of practitioners. Organ- 
ized dentistry in turn must supply the stimulus that will assure the 
practitioners financial support and participation in these educational 
opportunities. Forty schools now offer some type of refresher pro- 








—— 001 ‘SYM 3-1 ‘* (agen) Ansnuag jo jooysg ‘atu, uOIYSIEID 
OF LLI 69 "Sym Z-ShUp Z (op) Ansnuad jo jooysg ‘atu UoIZuTYysEM 
00811 08 ‘sym Z-shep Z “-"* Cow) Ansnuag jo [ooysg “alu sinoy ‘1g 
00°92 96% sdep OI-1 -- ANsnuaq jo JoouDg eIossUUTP, JO “ATUL 
00°$6 99% ‘our p-Shep Z * UoHepunoy B8o]]9y “y *M ‘UeBrYysTW JO “Aru 
00°sII skep 6-% (‘ssey) SUDIpay- [eIUaq JO [OOYPs ‘ATU sIyn.L 
— Il SIY OF “"* (ssey_) auPrpay [euaq jo jooysg prearey 
09°SL step 9-| ‘PAW Jo “AqUE) ‘AraZing [ejUaq aBa[jop a1ounleg 
00°99 0¢ skep Z (eq) ‘arg eosoTy 
00'S 86 shep ¢-] (uey) Ansnuaq jo jooysg Airy sesuey jo ‘aru 
Go It 6b shep ¢-| “w Teese sess" "* BMOT JO “ATUL JIBS 
00°69 9L shep 9-[ occsss sss Ansnuag Jo oouDg “ATuE) eueIpUT 
00° L¥I ‘our 1-Aep | as * sroulyy JO “Arup 
OO'LIT - - shep ZI-I cil ccs CTD) ‘atugQ urasamy0N 
Go 161 LL 1g sdep €1-Z 7 ® srr eeeesesss (TTT) Joousg yeuaq ‘aruq ejodoT 
rae 99 99 Shep ¢-| oe tr? (e9) ‘arug Arourg 
00°001 952 skep ¢-¢ eg ‘D ‘q ‘uo Zurysem “ATU UMOIaZI02_5 
00°S8 OFS ‘sym gy -Aep | 8% ~~  Ansnuad Jo JooYIg eTULOJITeD UIDYINOg “ATU 
00°0¢ I OF OF SdEp ¢-1 3 “* (7eD) sistja8ueaq [eotpay Jo a3a110D 
00°+6 Lg LSI 06 89 skep 9-2 z cI (jeD) suoaing ¥% sueiskyg Jo aBa1]0D 
ovzs$ 8g 926 161 69 shep $1-% F &% Ansnuag JO [ooysg eueqe[y jo ‘atus) 





uoumnmy “uaj]p “wo2I2p Ssasinoy DINITO “AVI ‘L097 sasanoy ‘Bay = Sasanoy J00Yy Is Jo}Uaq 
a3vszap fo% aravy Th foyiZuay =“ Jnsuy adh 
pinoy ‘Bay 03 payonaq aur % pajjaquny 49ysasjay 
‘ON 010.1, $asinoy) “ON 1010] 
1210. 


E 
a 
a 
oa 
) 
wa 
o 
Ps 
= 
=| 
ce) 
S) 
: 
a 
a 
= 
< 
tw 
= 
- 
oa 
fo) 
“ 
< 
Z 
of 
> 
cS) 
Lm] 








12 


9 TIAVL 





Zz 
2 
>) 
3 
5 
a 
2 
& 
5 
z 
Z 
fe) 
) 


[eliajeur wWo1y apeu sem UOT) 


-U2q 8661 Aq pere2tpul SwUSpNIs JoYso1ja1 FGG JO JUSMIT[OIUY ‘uonerid w09 
‘Judas 219M ST STIEIS 


*penragns 


e)21d19;UT SANeAIISUOD s20UEISUT JUIOS UT “AJ2ITIUD $3} UT asyeuuonsonb ajajdui0s OU PIP s[OOYs [BIIAIG :9ION 


‘saysiZay JUepPNIs |e) 


JO} DUIT) UT PIATSI01 JOU BIUIOFED JO “ATUL JO yioday :210N 


ou YIYyM 10} suntsoduits ¢ sapnpour s9sino2 JIquINU [CIOL » 





oo'001$ 


00°09 


00°08 
00°29 


£969 3S tI +9 


rod J we 866 Lg shep ¢-1 

(may) aININsUT 0} uejd—sure1Z01d ON) 

OLE ct ot 69 sdep 9-1 

18 69 ge wa @ shep ¢-1 
+8 6L = = = shep ¢ 
rar 0g Kuz — Vel shep > 
(-yuasoid ye sasinoo ad) 19 ysa1ja1 OU Zutr2yO) 
Z01 66 zz 60OtttiéiQ shep ¢-Z 
OF 62 xk = @ shep §-¢ 
SIL Lz9 0. st 29 shep 02-1 
re FSI o¢ + Of shep ¢I-1 
LLO = 2 $8 ‘SIY OF-F 
022 ese =~ shep ¢-I 
oll s¢ 68 66 sep 01-2 
SZ Ll 6$8)~—S—s« 8s “24 O8T-"248I 
209 L 4 ae SAEP 9-1 
th eo -—- @ "SIM 06-E 
—- — — _ shep ¢-Az 

step 7°" 
shep pI 
shep ¢-Z 


GB - GL 
ol 9L 


gl Shr 


ae eel 


+ oe eee wy + SAOVUAAV AGNV STV.LOL 


gt °° (2st) Ansnueq jo fooups “ayup ananbieyp 
- Axysruaq jo jooups “atug errs, 159M 
Ansnuag jo jooupg uourysem JO “AU/) 

eyurBi1, JO aB21]0D [1PIW 

wpurig [ead sexo] jo ‘Atul 

concecens cee aan (xa) a8aq}0D yeu sopheg 
eobeeecsees am (‘uua]) aBa110D I W Aureyaw 
aossouuay jo ATU) 

(eq) ysingsitg jo “AUN 

eyueaisuuad JO “ATU 

(eg) Ansnuaq Jo jooups ‘ayup atdusa_L 


“++ Ausra JO Jooyrg “ATUL, 2ATASIY WIDISOM 
“ATUL, 2387¢ OTYO 

CA °N) ‘atu BIquinfoD 

eurjorey quoN jo ‘ATuy) 

(A "ND sthdtttien JO aBa1]0D “ATU, AOA MIN 
‘= -¢f°N) uosuppid yppted 
TORTIE tt La? CK *N) oreyng jo “atu 
-sssss @f -x) Ansnuaqd jo 2897109 T1®H YoIs 
eyseiqen jo ‘Arup 








14 JOURNAL OF THE AMERICAN COLLEGE OF DENTISTS 


grams. These range from mere token efforts, with attendance of less 
than 50 students for the whole year, to more comprehensive pro- 
grams where 627 practitioners participated in advanced study.’® The 
total attendance in refresher programs for the 1958-59 school year 
was estimated at 6,963 students, or approximately 7 per cent of the 
profession (Tables 5-6). Ten schools of dentistry provided the pro- 
grams for 63 per cent of these refresher students. If the remaining 
schools now offering refresher courses could develop comparable 
programs, the number of students in this area could be increased 
threefold. This would be a significant advancement for dental edu- 
cation! 

While budgeting problems, overtaxed faculties, and inadequate 
laboratory and lecture space are more than restricting influences in 
some schools, the chief inhibitory factor to the development of suc- 
cessful programs seems to be a strong affinity for the status quo. 

Schools with effective and dynamic programs of continuing edu- 
cation develop an atmosphere of enthusiasm that is contagious both 
to faculty and student. The tendency toward inbreeding of educa- 
tional thought and procedure, inherent in the static institution, can- 
not prevail in the environment where concepts are both challenged 
and exchanged. 

In a review of refresher courses, the most popular type of instruc- 
tion seemed to be the team approach, utilizing the faculty member 
and a non-resident clinician. The two to four day presentations with 
balanced lecture, laboratory, or clinical phases were the courses most 
in demand. Of the 40 schools reporting, 16 indicated that the spon- 
soring institution did incur a deficit in conducting refresher pro- 
grams (Table 7). 

In this regard, the Committee on Continuing Educational Effort 
of the American College of Dentists are firm in their belief that den- 
tists who avail themselves of these educational opportunities must 
contribute the full cost of such instruction. It was further stressed 
that schools should compensate staffs for their extra effort in develop- 
ing postgraduate studies.*° It has been observed that practitioners 
will gladly attend, and financially support, institutions that present 
dynamic, well organized, and well instructed educational efforts. 
This, however, cannot be said for the poorly planned elementary 
presentation of subjects apparently taken from the undergraduate 
curriculum. 
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Twenty-two schools reported that inadequate space prevented the 
increase in the number and scope of continuing educational pro- 
grams. These institutions might well explore the development of 
evening or weekend programs. This is a productive method of in- 
struction that does not compete for space or personnel. The fan- 
tastic growth and demand for adult education in the evening divi- 
sions of universities might well point to a favorable response from 
the dental profession.” Several schools are exploring this facet of 
dental education. 

A most significant fact developed from this survey was statistical 
evidence that of the 448 refresher courses offered by universities only 
3 per cent were cancelled due to insufficient registration.’® All courses 
were filled at an average of 79 per cent of capacity. Schools with the 
larger total enrollment had consistently higher percentages of regis- 
tration for each course which was offered. These figures tend to re- 
fute the contention that refresher programs are not adequately sup- 
ported by the profession. 

A most interesting program in continuing education was devel- 
oped and currently is sponsored by the University of Kansas School 
of Medicine.’ ?? This method divides the area which the school nor- 
mally serves into “instructional centers.” Teams, consisting of a 
faculty member and a carefully selected practitioner, periodically 
conduct scientific sessions at the various centers along the circuit. 
This program employs the combination of afternoon-evening meet- 
ing, and is popular with both student and instructor. The approach 
of bringing the “mountain to Mohammed” provides programs of 
high quality to otherwise remote areas. While this general approach 
has been used in dentistry,?5-*5 the high degree of organization, in- 
terest, and support developed by the University of Kansas School 
of Medicine is worthy of careful study. 

School administrators, even now engaged in the “battle of the 
budget,” undoubtedly will view the demand for strengthened re- 
fresher programs with mixed emotion, but few will question that 
their decision should favor vigorous support of this activity so closely 
linked to professional excellence. 

A conference of the Armed Services and Veterans Administration 
(New York, Sept. 13, 1959) revealed that all of these agencies had 
comprehensive programs of continuing education. While certain 
areas of the programs of the Armed Services could be more force- 
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TABLE 7 (Continued) 
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NOTES: 

* There would be deficits in these courses were it not for grants extended over the 
last 3 years from the Kansas City Association of Trusts and Foundations; it has paid 
for all courses showing a deficit. 

* Additional courses contemplated. 

*In eral, attempt is made to have these courses self-supporting. However, they 
are self-supporting only as we discount the contributions in time made by full-time 
faculty members. We could give more courses with a larger faculty or if we could 
afford to bring in more outside teachers. 

‘Impossible to answer question, since no separate financial records are kept on in- 
come, salaries, expenses, etc., for our postgraduate program. 

* At present time no refresher or postgraduate courses are offered in the School of 
Dentistry. 

: ey seminar and add refresher course for service dentists. 

* Personnel restricts us more than space. 

* Included | day courses in association with local dental society. 

* By possibly introducing lengthened courses. 

* New school. 

™ By introducing such programs. 
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fully administered, the quality was equal or superior to the civilian 
counterpart. The Navy Department has developed, with the aid of 
the University of Chicago, a series of correspondence courses on 
clinical subjects; utilizing a well written syllabus and Kodachrome 
slides, this effort represents a distinct contribution to continuation 


study. 


II. Scientific sessions conducted in conjunction with meetings of 
local, state, and national dental societies. Study clubs 
are included in this category 


The local and state societies, being in intimate contact with the 
membership, must take greater responsibility for educational activi- 
ties.** 27 Scientific sessions at these levels of organized dentistry 
should be tailored to the needs of those who are to participate. The 
objective of this phase of continuation study is to carry the practi- 
tioner through a series of educational experiences which will not 
only inform but stimulate. By design, programs presented at the 
local level pave the way for, and elicit interest in, the more detailed 
sessions at the state and national levels. General session programs 
lead the way to those presented in limited attendance clinics and 
ultimately to the basic science seminars. By this evolutionary process, 
the practitioner who has demonstrated little interest in current ad- 
vancements in dental art and science is gradually directed into the 
main channel of continuing education, which leads ultimately to the 
refresher and postgraduate programs conducted by the university. 

Often what appears to be laxity or indifference to current develop- 
ments on the part of practitioners is in reality the reflection of a 
lethargic dental society whose educational program is poorly or- 
ganized or nonexistent. When properly motivated, the vast majority 
of practitioners are eager to follow the significant developments in 
oral diagnosis, planning, and treatment. 

In a survey of dental education, 25 state societies (of 38 reporting) 
indicated that they did not have appropriate committees for coordi- 
nating or implementing programs of continuing education at the 
state or local level.?* 

Twenty-two states reported that they did not conduct scientific 
sessions other than those held at the annual meeting. Although many 
states have active local programs, it would seem essential that state 
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societies should demonstrate positive interest and leadership in this 
area. 

A review of annual meetings of state societies revealed an average 
attendance of approximately 40 per cent of members for the 38 states 
reporting (Table 8). Attendance figures for state societies varied 
from 7.5 per cent to 100 per cent. These figures are significant only 
in that they suggest the possible number participating in the scien- 
tific sessions of these organizations. It is refreshing to note that an 
increasing number of practitioners regard society meetings as an edu- 
cational opportunity rather than a social experience. This is mani- 
fested by the fact that 35 states reported positive interest in a sug- 
gested national conference on methods and techniques of improving 
continuing education at the state and local levels. 

The dental profession can be proud of the quality and scope of 
scientific sessions presented at the annual meetings of the American 
Dental Association. The success of these sessions, along with the 
growth of regional meetings and those of many state societies, illus- 
trates the necessity for advanced planning and detailed organization. 

While all professional men have an inherent desire to improve 
their services, it remains that the success of all forms of continuing 
educational activities is directly proportional to the quality and en- 
thusiasm of its leadership. This is demonstrated by the vitality of the 
many study groups over the country.” * In reviewing the activities 
of really effective local societies and study clubs, it was evident that 
the interest and enthusiasm displayed was not spontaneous but was 
generated by one or more dedicated individuals who planted and en- 
couraged the seed of intellectual curiosity. 

The desire for continuing educational activities by practitioners, 
however, is resulting in the development of several problems that 
must be carefully avoided by organized dentistry. Competent clini- 
cians are in increasing demand by dental societies and study clubs. 
There is evidence that a minority group of these clinicians are re- 
questing and accepting fees and honoraria not consistent with the 
principles of the profession. Reasonable compensation for travel and 
time loss is justified, but the sharing of knowledge for profit is not a 
characteristic of the professional man. Many sincere practitioners 
are unknowingly contributing to this unhealthy situation by forming 
small groups or cliques and paying excessive fees for scientific pro- 
grams. The tuition to such programs must often be increased to the 
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TABLE 8 


STATE DENTAL SOCIETIES* 
PERCENTAGE OF TOTAL MEMBERSHIP REGISTERING AT LAST 
ANNUAL SESSION 








IOWA 
KENTUCKY 
MARYLAND 
MICHIGAN STATE 
MINNESOTA 


MONTANA 
NEBRASKA 


NEVADA 


NEW HAMPSHIRE 
NEW JERSEY ~ 


NEW YORK 
NORTH DAKOTA 
OHIO 
OKLAHOMA 
PENNSYLVANIA 
RHODE ISLAND 
SOUTH DAKOTA 
SOUTHERN CALIFORNIA 
TENNESSEE 
TEXAS 
UTAH 
VERMONT 
VIRGINIA 
WEST VIRGINIA 
WISCONSIN 
WYOMING 
NATIONAL AVERAGE 





* Includes all states reporting on special survey of continuing education. 





CONTINUING EDUCATION 21 


point that younger dentists with limited budgets cannot attend. This 
problem can be avoided by the development of study clubs in close 
association with, or within the framework of, organized dentistry. 
This will more nearly assure that such educational efforts are thor- 
oughly professional in character and designed so that the economic 
status of a practitioner will not be a restricting factor to participation. 

The increasing popularity and apparent lucrative nature of com- 
mercial courses presented in the name of dental economics also de- 
serves careful study. Proprietary organizations, representing them- 
selves as “practice management consultants,” are in many instances 
advocating and teaching methods or techniques which smack of ex- 
ploitation rather than service to the patient. A desirable feature of 
these organizations is the dynamic and interesting manner used in 
the presentation of economic problems associated with private prac- 
tice. The fact that large groups of dentists are paying fees ranging 
from approximately $300-$800 for short term courses is certification 
of the desire on the part of practitioners for information on this sub- 
ject. The success of these agencies is another indication of the vacu- 
um which exists in the field of continuation study. The profession 
must not relinquish this area of dental education to these pseudo- 
scientific groups which operate in the twilight zone of commercial 
enterprise. 

The formation of the Academy of General Dentistry is a more 
recent example of an ethical effort to raise the standards of dental 
practice.”® This organization establishes definite requirements of con- 
tinuation study for membership. The Council on Dental Education 
of the American Dental Association encourages this type of activity 
along with other societies or academies that devote attention to the 
study or development of new techniques or procedures. Such activi- 
ties are in the best traditions of the dental profession, and help assure 
its mission as a health service. 


III. Reading the dental literature, the utilization of educational 
materials available through library facilities, and other 
methods of communication 


While no one can doubt the increasing quality of dental journal- 
ism, editors generally agree that the profession must seek more effec- 
tive methods of communication. The transmission lines of dental 
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research, the switchboard of dental education, and the receiver of 
clinical practice are inadequate to carry and assimilate the present 
flow of scientific information. 

The trend in dental and medical journalism toward the more 
effective use of summaries, synopses, and abstracts is an acknowledg- 
ment of this fact, and demonstrates an awareness and regard for the 
limited time of the practitioner.*? This is also an effective method to 
package and display scientific information so that the practitioner 
may choose those subjects that best serve his needs or interest. 

The importance of the dental literature to the profession is demon- 
strated by a recent survey of dentist opinion of dental magazines.** 
The average time devoted to reading the Journal of the American 
Dental Association by all members of the profession was 13 hours per 
year. The average time given to reading two other dental magazines 
was approximately 11 hours per year. The possible time devoted by 
practitioners to the dental literature can be more readily appreciated 
when we consider that there are now 188 dental periodicals being 
published.** 

The untiring devotion of editors and contributors to the prepara- 
tion of the dental literature represents time and effort far above the 
normal responsibilities of the professional man. The practitioners of 
the future have a moral obligation to carry on this work and repay 
in part the debt which they owe to those who took the time to think, 
study, and write the dental literature of today.** 

The advantages of the medical or dental newspaper were outlined 
at the recent International Conference on Dental Journalism.** The 
point was made that this medium “supplied the practitioner with an 
overall view of truly current progress in medicine or dentistry in a 
capsule that slides down his throat easily . . . he no longer has to 
depend on Time and other lay publications to keep up with his 
patients.’’%¢ 

With journalism taking on a “new look,” the auxiliary methods 
of communication must also be evaluated. The School of Dentistry 
of the University of Illinois, by pioneering in its “telephone exten- 
sion series,” set the stage for current television efforts in the same 
area.*? Directors and producers are becoming more skilled in the pres- 
entation of scientific information by television and motion pictures. 

The development by the American Dental Association of excellent 
facilities for supplying packaged libraries and films on clinical sub- 
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jects is commendable. Although increasing in popularity, more pub- 
licity should be given this effective program of continuing education. 
Organized dentistry must develop a modified “Madison Avenue” ap- 
proach to these and other methods of continuing education. A con- 
certed promotional effort is indicated for this product which is sorely 
needed by the profession. 


IV. Consultation with colleagues 


A characteristic of the professional man is the willingness to share 
with colleagues not only accomplishments but failures. The exchange 
of information through consultation is a rewarding method of con- 
tinuation study. 

The temptation for the busy practitioner to coast on knowledge 
and technique obtained in dental school is recognized. But it is a law 
of physics, and in this instance an educational fact, that the man who 
is coasting is going downhill. 

The complexities of diagnosis, planning, and treatment demand a 
dependence on both dental and medical colleagues. The recognition 
that there are others more skilled is the beginning of knowledge. 

Dentists must establish firm professional liaison with colleagues 
who practice in the same area or community. Such contact provides 
for mutual respect and is indicative of the common bond which 
unites those engaged in the healing arts. 


SUMMARY 


A dynamic program of continuing education, at all levels of or- 
ganized dentistry, is essential to the maintenance of professional ex- 
cellence. The dental profession does not have such a program. The 
widening gap between research and clinical practice indicates that 
a solution to this problem cannot be deferred. 

The evolvement of a successful program of continuation study is 
dependent on a more effective coalition between those in dental re- 
search, dental education, and clinical practice. 

Representatives from these fields, of proven stature and known 
enthusiasm for this activity, should be assembled to translate present 
objectives into a workable program. The facade of lip service and 
generalization, common to problems of this magnitude, must give 
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way to determined, intelligent, and forceful planning. In this en- 
vironment, the following subjects should be analyzed: 






1) A more efficient method of screening and communicating the products and 
by-products of research, and their application to dental education and clini- 
cal practice. 

2) The modification of the undergraduate curriculum to place more emphasis 
on the “know-why” rather than the “know-how” of dental art and science. 
Manual dexterity can be achieved by repeated performance; but the art of 
critical inquiry and the discipline of the scientific manner are best instilled 
during the formative years. 

8) The blueprinting of effective methods and techniques for increasing the 
quality and scope of postgraduate and refresher type programs. Consideration 
must be given to promotion and presentation, to assure that such efforts are 
essentially solvent and conform to the educational facilities of the institution. 

4) The preparation of educational material which will portray the responsibili- 
ties and outline methods of participation for state and local societies in pro- 
grams of continuing education. 

5) The creation of an academic climate which will instill in the student and the 

practitioner the philosophy that education for the profession is a lifetime 


experience. 

















The history of dentistry in the United States has been marked by a 
careful blend of scientific and cultural advancement conceived and 
administered by self-governed groups in the interest of the public. 
If we are to continue to enjoy the privileges of a free society in this 
era of the biological revolution, more realistic methods must be de- 
signed to assure the competence of those who practice. 











518 Hazel Street 
Texarkana, Arkansas-Texas 
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True, except for the professional literary men, scientists 
probably write no worse than any other group of persons. But 
cumulatively their writings, even some of the most fugitive of 
them, are more meaningful and ultimately more valuable to 
society than are those of any other group. For that reason and 
for the wider  .1fusion of scientific achievement and thought, 
what the individual scientist has to say he should put in as 
simple, forceful, direct and understandable a manner as pos- 
sible. Any deviation from that norm, by wearying and repelling 
readers, interferes with the widest communication and diffusion 
of scientific knowledge—Urbach, Walter F. Science. 84:390, 
Oct. 30, 1936. 





Editorial 


THE EDITOR 


The JournaL, with this issue, has a new editor. Tom McBride has 
had long and varied experience in dental journalism. As a student 
at the University of Pittsburgh (he was graduated there in 1929), 
and later as a teacher at Pittsburgh he was for fifteen years either 
editor or faculty director of the School of Dentistry’s student-alumni 
publication. He has been a contributing editor to the Annals of 
Dentistry, and to the JOURNAL. 

During the early development of the American Association of 
Dental Editors, he was either member or chairman of most of the 
committees of that organization; he was president in 1938-39. In ad- 
dition, he has served several times on the Committee on Journalism 
of the American College of Dentists, and was chairman in 1957; he 
is now a consultant to that committee. 

While teaching and practicing in Pittsburgh, Dr. McBride edited 
the Bulletin of the Odontological Society of Western Pennsylvania 
and, later, the Pennsylvania Dental Journal. In 1955 he began teach- 
ing at Ohio State University where he is chairman and professor of 
fixed partial prosthodontics. For several years he edited the Bulletin 
of the Columbus Dental Society. 

In 1937 he compiled a list of abbreviations for dental periodicals 
and bibliographic methods that is generally followed by dental 
publications. Just recently he completed, with the present writer, a 
statistical survey of current dental periodicals. 

For almost all of his thirty-odd years in the profession he has been 
serving as an editor at one of the levels of dental organization—local, 
state, regional, and national. His wide experience in journalism 
augurs well for our publication. 

The Board of Regents is keenly aware of the efforts of the retiring 
editor, Dr. Alfred E. Seyler, in keeping the JoURNAL so impressive 
during the past five years. At its February 1960 meeting, the Board 
passed resolutions commending Dr. Seyler for his untiring efforts 
during the period of his editorship, and instructed the Secretary to 
convey to him its appreciation for his services —O.W.B. 
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THIS ISSUE 


“Continuing Education: A Challenge to the Profession” is recom- 
mended reading for members of the College. Persons in all areas of 
dental activity—educators, research workers, organization officers, 
editors, practitioners—face the call to assume greater responsibility 
in this matter of dental education after graduation. 

The College already, through the Committee on Continuing 
Educational Effort (now a part of the Committee on Education), has 
shown considerable interest in furthering these educational oppor- 
tunities. Still more must be done. Patterson clearly states the problem 
when he says that a dynamic and successful program of continuation 
study is essential to the maintenance of professional excellence. 

The New York Convocation (to paraphrase 2 Maccabees. II, 25) 
was planned that they that came might have delight, and that they 
that were desirous to commit to memory might have ease, and that 
all that came might profit. The proceedings attest to that. 

At a meeting where the Federation Dentaire Internationale* was 
a guest, the essays of van Zile Hyde and Sebelius were most appro- 
priate in stressing the idea of “one world” in health; so, too, was 
Cooper’s plea for total patient care in any rehabilitation program. 
President Gullett’s Inaugural Address is of special significance to 
those Fellows who occasionally might speculate about the meaning 
of the College. 

This first issue of 1960 should make for interesting reading. 


* See Moen, p. 79. 





The 1959 Convocation 


SUNDAY, SEPTEMBER 13, 1959 
WALDORF-ASTORIA HOTEL, NEW YORK CITY 


This meeting was dedicated to the American Dental Association 
in commemorating its One Hundredth Anniversary, 1859-1959. The 
American College of Dentists was host to the American Dental As- 
sociation and the Federation Dentaire Internationale on this oc- 
casion. 


THE MINUTES* 


Harold J. Noyes, President, presided. The invocation was pro- 
nounced by the Very Reverend Joseph A. Dunne. In an Executive 
Session, the following reports were presented and received: 

Secretary—O. W. Brandhorst, St. Louis. The minutes of the 1958 
Dallas meeting were approved as presented. 

Treasurer—William N. Hodgkin, Warrenton, Va. The report 
was received. 

Necrology—Edgar S. Bacon, New York. The names of the Fellows 
of the College who died in 1958-1959, as contained in the “In Me- 
moriam” booklet, follow: 


Thomas Jackson Bland, Jr., Baltimore, Maryland, August 29, 1959 
Ralph R. Bradshaw, St. Paul, Minnesota, September 9, 1959 

Ernest A. Branch, Raleigh, North Carolina, December 3, 1958 
Henry Newman Brownson, Hollywood, California, February 17, 1959 
Rolla C. Calkin, Guthrie, Oklahoma, August 31, 1959 

Frederick Emory Cobb, Minneapolis, Minnesota, August 5, 1959 
Hugh B. Colver, Portland, Oregon, May 22, 1959 

Walter Louis Comeaux, Baton Rouge, Louisiana, December 8, 1958 
J. W. Crawford, Milwaukee, Wisconsin, October 3, 1958 

Thomas Reynolds Cullen, Oswego, New York, April 27, 1959 
Charles J. Davis, Omaha, Nebraska, May 21, 1959 

William B. Dunning, Englewood, New Jersey, July 21, 1959 
Harvey Fearn, Bozeman, Montana, March 7, 1959 

H. Cline Fixott, Sr., Portland, Oregon, February 25, 1959 

M. S. Fraser, Lahaina, Hawaii, April 13, 1958 

Harry Alexander Gilchrist, Edmonton, Canada, February 28, 1959 
W. Henry Grant, Boston, Massachusetts, February 14, 1959 


* Compiled and abbreviated by O. W. Brandhorst, Secretary. 
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Charles Frederick Harper, Jersey City, New Jersey, December 26, 1958 
Oswin K. Hilty, Traverse City, Michigan, August 15, 1958 

Milus M. House, La Jolla, California, April 28, 1959 

J. Poindexter Irby, Jr., Blackstone, Virginia, July 14, 1958 

G. Edward Larson, St. Peter, Minnesota, April 7, 1959 

Edward David Leifer, Washington, D. C., January 19, 1959 

Z. Bernard Lloyd, Washington, D. C., May 22, 1959 

Harry L. Logan, Pottsville, Pennsylvania, August 23, 1958 

Arthur Ward Lufkin, Hollywood, California, January 16, 1959 
Earl Fabian Lussier, San Mateo, California, February 24, 1959 
Cornelius Henry Mack, Largo, Florida, August 22, 1958 

Fred Evans Maxfield, Bangor, Maine, March 16, 1959 

Frederick S. McKay, Colorado Springs, Colorado, August 21, 1959 
Fred Percival Moore, Hamilton, Canada, February 27, 1959 
Edward Hadduck Peplow, Trenton, New Jersey, February 13, 1959 
Fred O. Pitney, Oklahoma City, Oklahoma, April 10, 1959 

Alfred Paul Rogers, Chatham, Massachusetts, April 6, 1959 

Jacob Bernard Schneer, Woodmere, New York, April 29, 1959 
Joseph Schure, Brooklyn, New York, December 12, 1958 

Raymond Tobias Scull, Reading, Pennsylvania, August 18, 1958 
Benjamin Harrison Sherrard, Rock Island, Illinois, September 2, 1958 
S. Mayo Silverman, Los Angeles, California, March 17, 1959 

Oliver Francis Steber, St. Louis, Missouri, July 26, 1959 

Joseph N. Stewart, Hamilton, Canada, May 29, 1959 

Thomas C. Swift, Mt. Vernon, New York, December 17, 1958 
Joseph James Tolan, Milwaukee, Wisconsin, April 20, 1959 
Kimber E. Vought, Lansdowne, Pennsylvania, April 8, 1959 
Joseph Conrad Watkins, Winston-Salem, North Carolina, January 15, 1959 
James E. Weedin, St. Joseph, Missouri, August 17, 1959 

John J. Welker, Toledo, Ohio, January 24, 1959 

Paul Gould Welles, Toledo, Ohio, June 29, 1959 

Frank B. Whinery, Iowa City, lowa, December 1, 1958 





The audience was asked to stand in silence for a few moments 


in memory of the deceased Fellows. 
Nominating—Samuel R. Parks, Dallas. The committee recom- 


mended the following men for the several offices: 


President-elect Edgar W. Swanson, Chicago 
Vice-President Oscar P. Snyder, Columbus, Ohio 
Treasurer William N. Hodgkin, Warrenton, Va. 
Regents William B. Ryder, Jr., San Francisco 


Ralph J. Bowman, New York 


There being no further nominations from the floor, these men 
were elected to the offices indicated. 

Indoctrination Address. The annual address was presented by Jay 
H. Eshleman, Philadelphia. 

The welcoming remarks and the several responses followed. 














THE 1959 CONVOCATION 


THE ADDRESS OF WELCOME 


Harotp J. Noyes, President 
American College of Dentists 

The American College of Dentists considers it a privilege to be 
host to the American Dental Association, the Federation Dentaire 
Internationale, and other dentists and friends from within and 
outside the United States. 

A birthday is a time for celebration, an appropriate occasion for 
reflection upon the past and contemplation of the future, and an 
opportunity for exchange of greetings and expressions of good fel- 
lowship. In this case, also an exchange of knowledge between scien- 
tists and clinicians in the science and practice of dentistry. 

The Officers and Regents of the American College of Dentists 
welcome you. It is our hope that you will find in these meetings, 
through the stimulation of your confreres, new joy in your work and 
added energy to further advance the profession to which we are 
dedicated. 

Dr. Brandrup-Wognsen, President of the Federation Dentaire 
Internationale, will you and your officers please stand? 

To the Federation Dentaire Internationale, we extend a hearty 
welcome and we ask that you convey our greetings and very best 
wishes to your members in the countries throughout the world. 

We hope that you will find our meeting interesting and it is our 
wish that you will participate freely and feel at home among us. 


THE RESPONSE 


T. BranpruPr-WocnseNn, Stockholm, President 
Federation Dentaire Internationale 


Mr. President, Officers and Regents of the American College of 
Dentists, Ladies and Gentlemen: 

I thank you, Mr. President, for your kind words, and I thank you 
on behalf of the Internationale Federation. From this organization 
I also want to express sincere thanks to the American College of 
Dentists for their generous invitation to: the members of the Federa- 
tion to be present at these meetings. 

It is a well-known fact that dentists from other countries are 
always given great opportunities to improve their knowledge in 
scientific, clinical, and technical dental problems when visiting the 
colleges and attending dental meetings in the United States, and they 
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have gone home full of admiration for the advances of dentistry in 
this country. 

I am sure I express the world-wide opinion in saying that the 
dental profession of the United States is a world leader in the art 
and science of dentistry, and that the dental literature of this country 
is more thoroughly studied throughout the world than of any other 
country. 

I am, however, not convinced that members of the dental pro- 
fession in other parts of the world are equally familiar with the 
organization in the United States called the American College of 
Dentists. This is, in my opinion, a great pity; the meeting today 
will therefore be an excellent opportunity for foreign dentists to get 
an idea of the organization which in its objectives and activities in- 
cludes all of the highest ideals of the dental profession. The character 
of this honorary organization, whose membership can only be ob- 
tained by invitation in recognition of meritorious achievement in 
the dental profession, is a guarantee that every member is in pos- 
session of high professional qualifications. 

I have had the opportunity to study some booklets prepared by 
the American College of Dentists. They are dealing with the re- 
sponsibilities that ought to be striven for by everybody who has de- 
voted his life to dentistry. It is emphasized that it is the dentist's duty 
to improve his knowledge continuously in order to serve his patients 
in the best and most up-to-date manner. Furthermore, we find the 
laws of human relations in their application to the dentist’s life and 
work in his relation to the public as well as to his colleagues. And 
it is pointed out that in its essence these obligations are summarized 
for all men in the Golden Rule which asks only that “whatsoever 
ye would that men should do to you, do ye even so to them.” 

Well, my dear colleagues, I am taking the liberty of mentioning 
a few words about the responsibilities of a dentist such as they are 
pointed out by the Committee on Human Relations of the Amer- 
ican College of Dentists. The above mentioned booklets constitute, 
in fact, excellent codes of ethics and, as far as I have found out, 
they are dedicated to every American dentist when he is starting 
his professional life. However, as the leader of an international 
organization and as a consequence of this in the first place thinking 
internationally, I think it a matter of course that the high ideals of 
your organization should be known by a much wider group in our 
profession. 
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One of your leaders has recently expressed that there is no longer 
an Old World and a New World; the situation has changed in such 
a way that we have at present, once more, a world which is getting 
smaller every day. Therefore, I think it is now time that the knowl- 
edge of these responsibilities be disseminated throughout the world. 
It is time that representatives of your outstanding organization be 
located in various parts of the world, and that these representatives 
be in contact continuously with their mother organization, which 
should give them every possible support in their efforts to be your 
messengers in the rest of the countries. 

Last, but not least, I would like to say that for the same purpose 
there could also be established true cooperation with the Federa- 
tion Dentaire Internationale which, thanks to its character of a real 
world-wide dental organization, has the means to reach members 
of most national associations with the request that they should learn 
to claim the same responsibilities as are so self-evident to the Amer- 
ican College of Dentists and have been so nicely laid down in your 
excellent booklets dealing with professional conduct. 

With these words, I venture to express what I feel should be in- 
cluded in the objectives of your organization in its striving to pro- 
mote the standards of the profession for the welfare of mankind. 


THE ADA PRESENTATION 


(Dr. Noyes asked that Dr. Percy T. Phillips, President of the 
American Dental Association, step to the lectern.) 

Dr. Phillips, it is my pleasure to follow the instructions of the 
Board of Regents and to present this plaque to the American Dental 
Association through you, the incumbent President, expressing the 
recognition by the American College of Dentists of the contribution 
made to the science and art of dentistry, the profession, and the 
public which it serves. 


“The American College of Dentists felicitates the American Dental Associa- 
tion on its One Hundredth Anniversary and congratulates it on its many 
accomplishments. 
“The American College of Dentists pledges its support to the American 
Dental Association in all its efforts for the advancement of the profession 
and its services to humanity. 
“Presented at New York City on this the thirteenth day of September, 
1959.” 
Signed: Harold J. Noyes, President 
Otto W. Brandhorst, Secretary. 
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THE RESPONSE 


Percy T. Puiturpes, President 
American Dental Association 


Mr. President, Reverend Clergy, Members of the American Col- 
lege of Dentists and their Guests: 

The American Dental Association is deeply appreciative of the 
presentation of such a beautiful commemorative plaque by the Amer- 
ican College of Dentists, extolling the organized profession for its 
contributions toward the fulfillment of the objectives of the Associa- 
tion, In the Association’s behalf, I accept it, and very inadequately 
express our sincere thanks. We are most grateful, and I assure you 
it will be promptly and proudly displayed in our Room of Remem- 
brance in the Central Office, so that all who can or will read, may 
see and share our happiness. 

Organized dentistry in this country is profoundly cognizant of the 
many contributions which the American College of Dentists has 
made to support and fulfill these very objectives for which you 
graciously credit and compliment the Association. Your efforts are 
not easily forgotten, nor shall they be. Your concern in behalf of im- 
proved communications through ethical journalism; your tireless 
efforts to improve our educational facilities; your profound interest 
in improving private practice; and your timely awareness of the 
dental health problems of society in a changing world, have not gone 
unnoticed. It certainly is true, as mentioned in Dr. Noyes’ greetings 
in the Program, that the College can take justifiable pride for the 
stimulating influence exerted in but a short thirty years in the ad- 
vancement of the profession in America. In behalf of the Association, 
I salute you, and applaud the dedicated service of the College to all 
who are interested in the health and welfare of our people. 

The Association is particularly grateful for the outstanding efforts 
of the College in focusing attention on the centennial of organized 
dentistry, and the conception and development of this commemo- 
rative all-day program. We are also appreciative that you have invited 
the members of the Federation Dentaire Internationale and other 
of our overseas colleagues, together with us, to join with you on this 
memorable occasion. We, as you, are ever mindful that whatever 
degree of success future historians attribute to American dentistry, 
no small part is due to the welding of cultures from overseas, of the 
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men who came here as dental pioneers in a new land, filled with 
hope and enthusiasm, and who materially helped the early prac- 
titioners of this nation in firmly establishing our recognized and 
honored profession. In humble gratitude, therefore, the Association 
is happy to have so many colleagues from other lands here to help 
us celebrate our centennial, and we are grateful to the College for 
soliciting their participation today. 

The American Dental Association agrees with President Noyes 
when he infers that there lie in the road ahead, new and perplexing 
problems. Much of the challenge will be dependent upon the ever- 
increasing populations everywhere in the world which must have 
the opportunity of receiving dental care, and much is bound to occur 
because of the altered concepts of a rapidly changing world. A cur- 
rent outstanding example is man’s search for security for himself 
and his family; not just economic security, or security from social 
or community strife, or the security of peaceful international co- 
existence, but security from the ravages of disease and accident. This 
attitude of social man emphasizes the fact that the health science 
professions must devise and develop more effective teamwork in 
their efforts to improve the health status of people everywhere. 
Closer cooperation between the health professions is absolutely 
essential, because it is now well known that the human body cannot 
be segmented, nor that one organ or groups of organs can be treated 
as separate entities. The whole of the organism is modified by the 
health of each of its parts. Besides, make no mistake, the goal of man 
today is a longer, healthier life. 

As we approach the second century of organized dentistry in this 
country, and I would hazard a guess that the same condition exists 
in many areas around the globe, we may have to re-evaluate our 
much talked of observations concerning dental care needs and dental 
care demand. I think all of us will readily agree that the need is 
factual and existent, and much more emphasis must be placed on the 
problem of converting the existing need into an intelligent and 
eager demand. Society too, almost universally, admits it needs dental 
care, but for some reason has failed to fully transform the known 
need into demand. Studies made recently by the Health Information 
Foundation indicate that there are very substantial portions of the 
population in relatively high income ranges who do not seem to make 
an adequate demand for dental care, though it would appear they are 
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aware of the need, and would have the finances to make the demand. 
The problem then would seem not to be entirely one of income, and 
therefore one which would not be solved alone by paternalistic 
schemes or programs. The dental profession must assume its full 
share of responsibility in this failure to create a greater voluntary 
desire or demand by the public. Part of the answer could well lie in 
expanded public and professional relations, an area of activity which 
has had all too little attention up to a few short years ago, and which 
certainly needs to be improved at all levels of professional interest. 

The problems today are many, and in the apparent complex 
society of tomorow there will be many, many more. The Association 
is confident that these problems will be solved with the imagination, 
the initiative, the wisdom, the courage, and the know-how of future 
generations, just so long as we have organizations similar to the 
American College of Dentists and the Federation Dentaire Inter- 
nationale, which are dedicated to progress in assuring better health 
for people everywhere in the world. 


Some men with nothing to say say it very well. These writers 
and their readers accomplish nothing very pleasantly. The 
scientist has something to say, perhaps more to say than has 
anyone else. Curiosity, ingenuity, and carefully acquired skill 
continuously carry him into new places—and his interest there 
is in fact instead of favor, truth instead of ideas acquired on 
the basis of their appeal. The world needs facts and truths. 
The scientist's fellow workers need his co-operation. The useful 
citizen, the scientist, extends his usefulness when words and 
sentences, like test tubes and tadpoles, are effectively at his 
command.—Crane, E. J. Science. 86:549, Dec. 17, 1937. 





One World in Medical Research 


H. VAN ZILE HYDE, M.D.* 


The New York Times of June 25, 1959, contained the following 
paragraph: “The addition of phosphates to the lunches of third 
grade school children in Sweden during a year-long test reduced 
tooth decay by 50 per cent, Dr. Harris [Dr. Robert S. Harris, Pro- 
fessor of Biochemistry of Nutrition, M.I.T.] said. No formal report 
has been made of the Swedish trial, carried out by Dr. Allen Stralfors 
of the Royal Dental Institute. In the test phosphates were added 
to the bread and sugar eaten by the children. The National Institutes 
of Health, Dr. Harris said, are supporting tests of the phosphates 
on Indian children in the western United States and in a group of 
Brazilian children.” 

There are a number of points of significance in this article. It 
testifies to a fact being increasingly recognized, that many—indeed 
most of our health problems are one-world problems. Tooth decay 
in the children of Sweden, the Indian children of our West, and the 
children of Brazil is a problem of mutual, indeed universal, interest. 
First then, the article testifies to the necessarily global nature of 
modern epidemiology and scientific research. 

The article further notes, “No formal report has been made of 
the Swedish trial.” Somehow, through personal contact between 
investigators—perhaps, through visits to each others’ laboratories— 
through exchange students, or even over coffee at an international 
conference, the American and Swedish investigators have learned 
of each others’ work, have stimulated each other, and found mutual 
reassurance that they may be on a productive bent. Thus, we find 
our second point: that formal channels, which tend to give belated 
self-applause to success rather than to build early hope for new 
ideas, are not sufficient for today’s fast moving medical science. Con- 
tinuous, friendly, informal exchange must be the basis of progress. 

And our third point, set out in this brief clipping, is that Govern- 
ment in supporting research does not and can not wear national 
blinders. Note that the article says, “The National Institutes of 
Health are supporting tests of the phosphates on Indian children in 
the western United States and in a group of Brazilian children.” It 


* Assistant to the Surgeon General for International Health, Washington. 
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is the National Institute of Dental Research of the U. S. Public 
Health Service that is supporting this work, through grants approved 
by broad-gauged scientists and laymen who are concerned not with 
the language that courses over the teeth being studied, but with the 
teeth themselves and their sub-structure and oral environment. 

The essence of our article is that, today, medical research is a 
world unity and cannot be compartmentalized within national walls 
or monastic cells. Koch working in his back room is no more valid to- 
day than would be the study of nuclear power sources in Watt's 
kitchen, which gave us steam power. The concepts, complexities, 
and interdependencies of research have, in the large, burst the 
bounds of the cloistered genius. The United States has been cog- 
nizant of this change and is giving world leadership to the shaping 
of new patterns. We can look at the direction of these developments. 

First, let us look at the World Health Organization which, with 
its 90 member nations, represents us all. 

At the 10th World Health Assembly which met in Minneapolis 
in June 1958, Dr. Milton Eisenhower, as Personal Representative of 
the President, offered the WHO a special contribution of $300,000 
to carry out a study of the role it might most appropriately and most 
effectively play in the intensification of world medical research. 

During the ensuing year, the WHO called together a group of 
distinguished medical research ‘administrators, under the Chairman- 
ship of Sir Harold Himsworth, Secretary of the Medical Research 
Council of Great Britain. It convened also a series of expert com- 
mittees composed of research specialists in fields of major current 
interest. 

In May of this year, in Geneva—while rather frustrating con- 
versations regarding Berlin were being held in another room of the 
Palais des Nations—the Director-General of WHO placed before 
the 11th World Health Assembly a proposal for the expansion of 
WHO action in the research field. 

The principles proposed as the basis of the WHO action were 
quite clear. The WHO role in research is not the creation of new 
world institutes for the provision of large grants, but to serve as the 
stimulator and facilitator of research on a world basis. It should 
provide for exchanges of persons and information, for the training 
of young talent, and for refresher experience for mature research 
workers. It should establish scientific standards of measurement and 
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procedure; provide standardized reference materials, and organize 
networks of cooperating laboratories. You may recall that the net- 
work of laboratories organized by WHO in 1947 played a key role 
in the development of vaccine during the Asian flu epidemic in 
1957. It has established world reference centers for the shigella group 
of organisms and has established international standards for some 
60 biological products. 

The WHO directs its efforts primarily at types of research that 
require international organization if they are to succeed as, for ex- 
ample: (1) where the unit of knowledge is the world, as in the case 
of demography or the study of population trends and movements; 
(2) where communicable illness presents a world threat; (3) where 
the possibility to study a problem requires that research be carried 
on at particular scattered sites where either a rare disease occurs or 
uncommon skills are available; or, lastly, where it is necessary to 
mobilize world research resources to solve a specific problem. 

The Director-General presented to the WHO this past May, 
sweeping plans for projects in the fields of virus and rickettsial 
diseases, tuberculosis, leprosy, cholera, bilharziasis, malaria, insect 
resistance and vector control, as well as cancer, cardiovascular dis- 
eases, nutritional disorders, radiation and human genetics. This is a 
large and impressive bill of fare and will take many years to carry 
through, if such a job is ever finished. 

Dental disease problems, the most prevalent group of disorders 
plaguing man, can and are being effectively studied through col- 
laborative research by scientists of several nations. I can illustrate 
this point best by a concrete example which is of the utmost im- 
portance to this country. 

We know, for example, that the principal dental problems, both 
in this country and abroad, are related to the great prevalence of 
two disorders—dental caries and periodontal disease—and the gaps 
in our basic knowledge concerning their respective etiology. Re- 
search has already shown that these diseases are most likely not the 
result of a single agent, but rather a plurality of integrated con- 
ditions. Because of this aspect of both a multiple and non-specific 
etiological concept, it becomes necessary, through epidemiological 
methods, to isolate and group each of the various causal elements. 
Only in this way is it possible to evaluate their interaction in the 
etiological pattern. 
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Recognizing the need to broaden the scope of epidemiological 
studies to include diverse population groups where diet, climate, and 
cultural habits differ from our own, the Public Health Service has 
on occasion joined forces with WHO and other international agen- 
cies, and extended its dental research program to selected foreign 
countries including most recently, India, Ethiopia, Peru, and 
Ecuador. 

Last year our National Institute of Dental Research participated 
in studies of periodontal disease initiated by the Government of 
India through its Council for Medical Research and the World 
Health Organization. Data gathered from this program have shown 
that: (1) considerably more advanced gingivitis exists at earlier ages 
in India than is seen in the United States; (2) calculus formation oc- 
curs at earlier ages and more rapidly in India than in similar groups 
in this country; and (3) persons in rural areas around Bombay had 
more severe peridontal disease than did those in the city of Bombay. 
The rural persons also had more calculus than did the urban resi- 
dents. In the study of dental caries in India, other investigators have 
reported an average of less than one decayed tooth per person at 15 
years of age. In other words, the rates are far below those recorded 
in the optimum fluoride areas in the United States. The obvious 
question that comes to mind here is what factors are responsible for 
this low rate of decay? Chemical analysis has shown that these peo- 
ple do obtain some fluoride through their water or diet, but this does 
not fully explain the extremely low incidence of caries. 

Also unanswered is the reason for the magnitude of the periodon- 
tal disease problem in India. Perhaps the prevalence of calculus in 
the Indian population studied is partly the answer. But, why should 
they have more calculus than similar groups in this country? 

Of further great interest in the Indian study was a second and 
highly important objective concerning the encouragement and train- 
ing of native dental investigators in epidemiological research tech- 
niques to assure continuous study of oral diseases in that country. 

It would, of course, be presumptuous for me to discuss the ecology 
of dental decay or periodontal disease. We have already demonstrated 
that there are mystifying epidemiological differences in the incidence 
of dental decay and periodontal and related diseases over a wide 
range of cultural, social, geographical variants. In fact, there seems 
to be no better example of the need for global epidemiological study 
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than in the dental field. This research has in our time paid huge 
dividends in dentistry in the elucidation of the significance of fluo- 
rides. Perhaps global epidemiology will help build knowledge on 
the significance of phosphates and other factors. This promising study 
can be viewed as a beginning, not an end. 

In quite another field, a project included in the WHO Director- 
General's proposal demonstrates the sometimes remote and bizarre 
traits that must be followed in world medical research. I refer to 
the study on “Birds and transmission of arthropod-borne virus.” 
There is now, the Director-General has said, ample evidence that 
birds play an important and, in some situations, essential role in the 
epidemiology of arthropod-borne virus transmission. “In flocks of 
millions of migrating birds, a few with virus circulating in the blood 
may be bitten by and thus infect mosquitoes at an intermediate stop 
or at their final destination, and in this way establish a local focus 
which may reach epidemic proportions. Or a few ticks may fall from 
a bird at a point half-way around the world from the start of migra- 
tion, moult, and infect a susceptible bird or manual population in 
the following feeding period.” 

The WHO is in a unique position to coordinate and sponsor a 
world-wide program of investigation of these fascinating problems 
through establishing, with the cooperation of national investigators, 
collecting points and standardized procedures for the study of the 
ectoparasites, as well as the blood and tissues of migrating birds and 
their parasites. The chain of disease on a global basis is an intriguing 
study and leads into remote byways. The WHO, as a world-oriented 
organization, can, of course, make the major contribution to the 
development of world epidemiology and can provide the central 
services and planning needed for a full-scale global development of 
medical research. 

On the basis of its study of the Director-General’s research pro- 
posal, the WHO increased the proposed WHO budget by $500,000 
in order to launch the program. It also established a special fund to 
receive voluntary contributions to speed the development of the 
program. The President has asked the Congress for $1,000,000, all or 
part of which could, if appropriated, be used to contribute to this 
fund. The Congress has further amended the Mutual Security Act 
to authorize an additional $2,000,000 appropriation for international 
medical research, primarily through WHO. Thus we can judge 
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the interest in this field and the degree of support forthcoming. 

The WHO, however, represents only one facet of the development. 
The New York Times article, cited at the outset, refers to the Na- 
tional Institutes of Health support of studies of dental decay “in a 
group of Brazilian children.” So, we note that the NIH is already 
in the business of supporting research abroad. Indeed, this is not a 
small operation. During the present year NIH is expending some 
$3,000,000 in grants to foreign investigators and for international 
training and exchange programs in research. The prospect for next 
year is that there will be a substantial increase in this type of activity. 

As most of you are aware, there is a major movement afoot to ex- 
pand United States support of research abroad. And let us be clear 
at the outset—this is part of, not in competition with, the world- 
wide movement for centrally conceived programs under the WHO. 
Its purpose is to put more flesh on the skeleton of world medical 
research. 

A bill sponsored primarily by two legislators who are well known 
as health statesmen (Senator Lester Hill and Congressman John 
Fogarty) has now been passed by the Senate—by a vote of 63 to 17— 
and is under study in the House of Representatives. 

The hearings held by the Senate and House committees, and now 
published, are a veritable treasure house of examples of the need for 
and opportunities in international cooperation in this field. A parade 
of “greats” in American medicine came before the committees and 
gave testimony from experience in their own specialized fields. In 
order to convince ourselves of the international character of the re- 
search that has led to today’s dental science and practice, we need 
only think of Fauchard of France, Leeuwenhoek of Holland, Hunter 
of England, and Roentgen of Germany. 

Furthermore, committee reprints now being issued by the Senate 
Government Operations Committee Subcommittee on Reorganiza- 
tion and International Organizations describe in greater detail the 
history and opportunities for world research. The titles of some thus 
far issued indicate their range, e.g., International Medical Research, 
the Status of World Health, and Cancer—a World-wide Menace. 

What does the research bill under consideration by the Congress 
provide? Its major contribution is the concept that we—the United 
States—are in the business of international medical research overtly 
and for all time, and that we are in it because it is necessary if we 
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are to hasten the solution of the host of problems that still baffle us. 
The bill buries any false pride we may let affect us. The hearings 
reiterate, over and over, the facts that chemotherapy, antibiotics, 
x-ray, tranquilizers, bacteriology, immunology—a host of funda- 
mental discoveries as well as techniques—have come from abroad. 
Our source of pride can be that we are broad-gauged enough to 
recognize, applaud, and support the fact that we are only one among 
many nations involved in medical research. 

The Hill-Fogarty Bill provides for the creation of a National In- 
stitute of International Health as one of the National Institutes of 
Health in the Public Health Service. It would provide grants abroad, 
carry on direct international oriented research, and conduct train- 
ing and exchange programs with foreign lands. 

The Bill provides for the creation of an International Medical 
Research Advisory Council to recommend policies and approve 
grants, following the well-known National Institutes of Health pat- 
tern. It provides also an authorization for annual appropriations of 
up to 50 million dollars for international medical research. 

There is no disagreement over the basic objectives of this bill. 
However, a difference of opinion has emerged over certain of its ad- 
ministrative features. The Secretary of the Department of Health, 
Education, and Welfare has informed the Congress that in the 
Government’s view the objectives can be attained without the cre- 
ation of a new statutory Institute. He has also pointed out that the 
authorization of a specific sum deviates from the practice in the case 
of the existing Institutes and is not, in his view, necessary. He has 
recommended, as well, that the appropriations be made to the 
President through the mechanism provided for foreign assistance, so 
that they may be viewed in the context of our total expenditure 
abroad and make their maximum contribution to the improvement 
of international relations on a doctor-to-doctor basis. 

These are matters of how, not of whether. They can be worked out 
quite satisfactorily, I am sure. We can indeed anticipate growing 
United States support of research abroad within the framework of 
broad planning by the WHO. 

In conclusion, then, we find ourselves participants in a dramatic 
new development in which research in the medical sciences is becom- 
ing in very truth a world enterprise, focused—without political 
rancor, without regard to race, class, color, or language—on the so- 
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lution of those problems which touch so deeply every man, every 
woman, and every child in the world today—as well as those infinite 
members to come, whose genetic health at least, is our present re- 
sponsibility. The Swedish and American doctors working with their 
colleagues from Brazil on the problem of dental decay among Swedes, 
Brazilians, and Sioux exemplify the spirit of our times in medical 
research. May this spirit and the work stemming from it lead to the 
rapid solution of the major problems of our times, and contribute to 
the building of a better world, peopled by a healthy, productive, and 
happy mankind. 


TRULY, ONE WORLD 


This world nis but a thurghfare full of wo... . 
Chaucer, The Canterbury Tales. 


William Lloyd Garrison has related that Socrates said he was 
not an Athenian or a Greek, but a citizen of the world. 


It is told that Diogenes, when asked from what country he 
came, replied, “I am a citizen of the world.” 


My country is the world, and my religion is to do good. 
Thomas Paine, The Rights of Man. 


It lies around us like a cloud, 
A world we do not see. ... 
Harriet Beecher Stowe. 


In this best of all possible worlds. . . . 
Voltaire, Candide. 





The International Dental Program of the 
World Health Organization 


CARL L. SEBELIUS, D.D.S., M.P.H.* 


The dental program of the World Health Organization is grad- 
ually expanding its activities each year. This is as one would expect, 
even though many countries have major health problems which 
seem almost insurmountable. In a healthy community, like most in 
North America, 97 children out of every 100 born grow up to be 
adults. But in some countries today as many as 30 or more out of 
every 100 children die before they are grown up, and the struggle 
against poverty, malnutrition, and disease still is the rule for most 
of the world’s one billion children. 

It is difficult, I am sure, for a person from a dentally developed 
country to realize that there are still many countries of the world 
where there is insufficient dental manpower to supply even the 
emergency dental needs of the people, and that it will take years to 
increase the demand for dental services in these countries, especially 
where the people must struggle to get enough to eat, where habit 
patterns of the different racial groups vary markedly, and where the 
background of experience with health services is so very limited. 

The World Health Organization as a specialized agency of the 
United Nations has been expressed as an international cooperative 
for health. The members of this organization are the nations of the 
world. The delegates from these 90 member nations compose the 
membership of the World Health Assembly which meets once a year 
to decide the Organization's policies, program, and budget. The As- 
sembly can be described as the business meeting of the Organization 
where decisions necessary for the Organization’s continued and 
effective work takes place. The Director-General, Dr. M. G. Candau, 
assisted by his secretariat at Geneva Headquarters, is responsible for 
preparing program proposals, budget estimates, and carrying out 
the policies and work programs established by the Assembly. A large 
part of the responsibility for carrying out programs, however, is de- 


* Director, Division of Dental Health, Tennessee Department of Public Health, 
Nashville. 
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centralized to the regional offices, of which there are six—Africa, the 
Americas, Eastern Mediterranean, Europe, Southeast Asia, and 
Western Pacific. One regional office, the Americas, has a full-time 
dental adviser, Dr. Mario Chaves. The Regional Committees, com- 
posed of representatives of Member States and Associate Members 
within the region, formulate policies of a regional character, and 
these Committees meet each September, at which time the Member 
States propose their program needs. It is at these meetings that dental 
activities for the Member States and inter-country programs are pro- 
posed. 

The budget of the World Health Organization in 1959 is approxi- 
mately $15,000,000. The regular budget does not, however, include 
funds made available for the health activities received from the 
Technical Assistance Board, UNICEF, the Pan American Sanitary 
Bureau, and others. Nearly five and a half million dollars has been 
obligated under the technical assistance program this year. 

During 1958, nearly 700 projects assisted by WHO were in opera- 
tion in 112 countries and territories. The types of requests were most 
varied and included programs aimed at strengthening health ad- 
ministrations, the control of communicable diseases, education and 


training, maternal and child health, environmental health, nutrition, 
dental, and a major activity—the eradication of malaria. 

Briefly, some of the international responsibilities of the Organiza- 
tion are influenza, new drugs, quarantine, vaccines, pestilence, and 
the peaceful use of atomic energy. 


THE HIsTorY OF THE DENTAL PROGRAM 


The Federation Dentaire Internationale did much toward the 
establishment of a full-time dental health officer post at Headquar- 
ters. Drs. Rowlett, Nord, Leatherman, Stork, and Hillenbrand, and 
Drs. Bouvier and Jaccard of Geneva were some of the major con- 
tributors. As an affiliated non-governmental organization, the F. D. I. 
has taken an increasing interest in the activities of the World Health 
Organization. 

Dr. Philip E. Blackerby, Jr., of the United States, and Dr. Guttorm 
Toverud, of Norway, served as short-term consultants to the Organi- 
zation for periods of three and six months respectively prior to the 
appointment, in June 1955, of the first Dental Health Officer, Dr. 
John W. Knutson, Chief Dental Officer and Assistant Surgeon- 





THE 1959 CONVOCATION 47 


General of the United States Public Health Service. His major re- 
sponsibility during his six months’ assignment was to prepare a 
manuscript suggesting the framework for the Organization’s dental 
health program along the lines outlined by the WHO Consultant 
Group which met in Geneva September 20-25, 1954. During the 
period of June 1956-September 1958, I served as the Dental Officer, 
with Dr. Bruce Rice of New Zealand replacing me in September 
1958. The program has now been in operation a little more than 
three years and a number of activities in the field of dental health 
have been started. At present there are 1,837 of the world’s leading 
health authorities and medical scientists serving on 37 Expert Panels 
covering a major field of health activity. One of these is the Expert 
Advisory Panel on Dental Health which now includes 54 members 
from 34 countries. Each member serves for a period of five years, 
and every effort is made to utilize the talents and abilities of these 
individuals, as well as of others throughout the world who may be 
solicited to provide information and advice from time to time, pri- 
marily on a corresponding basis. 


DENTAL PROGRAM PLAN 


The dental health program of the Organization is directed toward 
the improvement of dental health on a world-wide basis. The dental 
health activities aimed toward the attainment of such a goal are 
carried out through the media of providing technical guidance, on 
request, to countries through the regional offices; the convening of 
expert committees, study groups, and seminars on pertinent dental 
health problems; the use of epidemiological investigations, or other 
methods which foster research in important fields of dentistry; the 
training of personnel by the awarding of fellowships; and collaborat- 
ing with other WHO units on matters which involve dentistry. The 
section on Assistance to Educational Institutions has recently pre- 
pared a World Directory of Dental Schools. 


REGIONAL DENTAL OFFICER APPOINTED IN 1954 


In September 1954, the Regional Office for the Americas appointed 
a public health dentist to serve as a staff member. Since then, the 
Dental Consultant has conducted on-the-spot surveys of dental serv- 
ices in all countries in Central and South America. It is clear that 
the number of dentists, especially in the rural areas, is quite inade- 
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quate to cope with the essential needs of the people. It would seem 
that a closer coordination of the efforts of dental schools, dentists 
working in public health, and dental associations, will be necessary 
for any long-range improvement. A regional dental public health 
training program was started in Sao Paulo, Brazil in 1958. 

In July 1958, the Regional Office for the Eastern Mediterranean 
appointed Dr. George Nevitt, of the United States, for a period of 
one year to survey the dental needs of selected countries and to 
make recommendations. Dr. Nevitt did this in Egypt, Iran, and 
Syria and his recommendations are under consideration. 


REGIONAL SEMINARS AND STUDY GROUPS 


The first inter-regional seminar on dental health was held in 
Wellington, New Zealand, during the period May 4-21, 1954. This 
meeting was held because it was obvious that the role of WHO, as 
a coordinator in the field of international health, made it necessary 
for steps to be taken in order that the different countries could learn 
something of each other’s problems, identify common problems, and 
find means for answering some of the questions that arose, if methods 
were to be developed to improve dental health. The seminar was at- 
tended by 37 individuals from 21 countries, who were provided fel- 
lowships to attend. Seven internationally known dental consultants 
were invited, with the main objectives of the meeting being to ex- 
change views regarding important dental health problems of the 
three participating regions, the Western Pacific, Southeast Asia, and 
Eastern Mediterranean, and to discuss needs for training personnel 
and means of developing more effective dental programs as a part 
of public health services. Those who attended the seminar still dis- 
cuss the meeting and the recommendations that were made. 

The second inter-regional seminar on dental health was held at 
Adelaide, Australia, during the period of February 10-20, 1959, just 
before the 15th Australian Dental Congress. The main purposes of 
the seminar were to review dental progress in the participating 
countries since the seminar five years before, and to identify and 
discuss current dental problems and plans for their solution. The 
seminar was attended by 44 participants from 22 countries. The sem- 
inar was considered most successful, particularly in stimulating dis- 
cussion and promoting personal contacts between representatives of 
the participating countries. 
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During the week of February 3, 1958, the Regional Office for 
Europe sponsored a study group on dental health services for chil- 
dren, since it was felt that differences which exist in dental health 
services for children in Europe would be sufficiently great to present 
intriguing problems. A digest of the report has been published in 
the October 1958 issue of the Chronicle of the World Health Organ- 
ization. (Limited copies of the report are available from the WHO 
Regional Office for Europe in Copenhagen.) Twenty participants at 
the meeting came from 15 European countries. The purpose of the 
study group was to provide for an exchange of views concerning the 
type of dental services that could be provided, as well as to enable 
the participants to examine critically dental health services for chil- 
dren, particularly methods used in the field of administration, pre- 
ventive measures, curative services, and dental health education. 
Plans have been made for a seminar to be conducted by the Regional 
Office in the field of preventive dentistry in 1960. 


EXPERT COMMITTEES 


Two Expert Committees have been held in Geneva and a third is 
being planned. The first was on water fluoridation, since the optimal 


concentration of fluoride in drinking water is considered one of the 
most significant developments that has taken place in the history of 
preventive dentistry. Under the authority of the World Health As- 
sembly, the Director-General convened the meeting during the 
period of August 26-30, 1957. The report is now published in Eng- 
lish, French, and Spanish, and is listed as No. 146 of the World 
Health Organization Technical Report Series of 1958; it can be pur- 
chased from the Organization or through a bookseller. The report, 
prepared by seven authorities from six different countries, concluded 
that drinking water containing about | ppm of fluoride has a marked 
caries preventive action; that no evidence has been presented that 
water containing this concentration impairs the general health; and 
that controlled fluoridation of drinking water is a practicable and 
effective public health measure. 

The Second Expert Committee was held during the week begin- 
ning June 30, 1958. The subject was “The Effective Utilization of 
Dental Auxiliaries.” The major reason for convening such an Expert 
Committee was to see if it would be possible to prepare a report on 
auxiliary dental personnel which could be related to stages of cultural 
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and economic development, and to suggest an outline of the organi- 
zation of auxiliary personnel on the basis of evolutionary patterns 
rather than referring to auxiliaries in terms such as name systems. 
Such patterns would range from services for the relief of pain and 
infection, to advanced concepts of preventive and curative services. 
It is felt that the group prepared an excellent report which will be 
very useful to governments as well as to national dental associations 
in planning for a more effective utilization of auxiliaries. The report 
is now published as document No. 163 of the World Health Organi- 
zation Technical Report Series of 1959 and can be purchased. 

The next Expert Committee is scheduled for 1960 and is to be on 
the subject of peridontal disease. 


FELLOWSHIP PROGRAM 


Since 1947 a number of fellowships have been granted in the field 
of dentistry. This number has increased each year until in 1957, 
17 individuals in the field of dentistry received fellowships. Their 
studies range from short-term travel fellowships to observe programs 
in operation, to the taking of postgraduate and graduate courses of 
study. 

SHORT-TERM CONSULTANTS 


Dental disease as a public héalth problem is now receiving special 
attention in many countries throughout the world. Countries which 
have requested and have received the benefits of advice from short- 
term consultants in dental health program planning and strengthen- 
ing of dental education are the Philippines and Hong Kong in the 
Western Pacific Region, Indonesia, Malaya, India and Thailand in 
the Southeast Asia Region, and in selected countries of Central and 
South America where a consultant has been used to assist in the 
training of individuals to operate fluoridation programs. The Dental 
Health Officer, while on travel mission, has provided technical guid- 
ance to the regional directors, and also has served as a consultant to 
Member States. In 1960, the countries of India, Indonesia, Israel, and 
Thailand have requested dental consultant aid. 


FOSTERING OF DENTAL RESEARCH 


To design and promote epidemiological investigations and to 
foster research are important dental health activities of the Organi- 
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zation. The first activity in this field was a joint project on the epi- 
demiology of periodontal disease in India. The groups participating 
were WHO Headquarters and Southeast Asia Regional Office, the 
Ministry of Health of India, the India Medical Research Council, 
and the United States Public Health Service. A workshop was held 
in Bombay from July 22 to August 3, 1957, at which time efforts 
were made to standardize the reporting of peridontal disease in 
India and to work out the final details for the epidemiology study. 

The second activity was the visit to Taiwan by Dr. B. Lilienthal, 
senior research fellow of the National Health and Medical Research 
Council of Australia, for a three-month period last fall. Dr. Lilienthal 
has made a report of his findings to the World Health Organization 
after examining 2,000 cnildren between the ages of 6-16 for dental 
caries and dental fluorosis, as well as their dietary habits. It is felt 
that such activities do much to interest governments in their dental 
health problems, the need for carefully planned epidemiological in- 
vestigations, and for strengthening of dental services. 


PROGRAM PLANS FOR THE FUTURE 


Plans are under way for the Organization to study the epidemi- 


ology of periodontal disease, to study the standardization of reporting 
of dental diseases, to continue a program which will foster dental 
research, and to be of assistance to members of the Regional Offices, 
and to governments, in regard to dental health problems. 


SUMMARY 


It must be realized that the dental health program of the World 
Health Organization is in the initial stage of development. Inter- 
national dentistry and the dental problems faced in different coun- 
tries of the world should be of interest to all dentists. It is, there- 
fore, important that more thought and energy should be directed 
toward ways of promoting a better dental health of the peoples in 
countries less developed than ours even though it must be realized 
that many of their other health problems must receive first considera- 
tion. 








Oral Aspects of Rehabilitation 
HERBERT K. COOPER, D.D.S., D.Sc.* 


Rehabilitation has been described as “a concept of treatment 
which combines medical, psychological, sociological and educational 
methods to give a person independence in respect to his limita- 
tions.”"! The modern concept probably started in Belgium in 1907, 
where a school for vocational training of people too disabled to work 
was started. This humane approach gave the handicapped person an 
opportunity for self support and greater joy of living. 

Anyone interested in the oral aspects of rehabilitation should be 
familiar with the history of dentistry, especially since 1840. That 
was the year the first dental school was founded which separated the 
training of the physician from the dentist. This in itself is a memor- 
able event, and one of which we can be justly proud. But with that 
separation came a widening gulf of different viewpoints. In all fair- 
ness, it must be assumed that neither the dental nor medical schools 
had any intention of differing ideologies. It quite naturally followed 
that as time went on, the physician left to the realm of the dentist all 
conditions which pertained to the mouth, jaws, and teeth. The 
dentist in turn seemed to become more submerged in teeth, mate- 
rials, extractions, and skills associated with repair, removal, replace- 
ment, and “straightening of teeth.’”” Consequently, many major prob- 
lems of the oral cavity have become a virtual “No Man’s Land.” 

Nowhere is this so well illustrated as by the problems found in 
the physical restoration and rehabilitation of the orally handicapped 
individual. In fact, in attempting to treat these conditions, one is 
forced to wonder at times whether the oral cavity is a part of a per- 
son. I quote now from Guerini’s History of Dentistry published in 
1909: “Among the many and many counsels of practical value reg- 
istered in the works of Hippocrates, the following deserves special 
mention: ‘When a person has an ulcer of long duration on the 
margin of the tongue, one should examine the teeth on that side, 
to see if some one of them does not, by chance, present a sharp 


point.’ ”’ 
There are many conditions of a purely dental or oral nature 


* Director, Lancaster (Pa.) Cleft Palate Clinic. 
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which can become a handicap to the individual, and yet are passed 
over very lightly, especially by persons whose main area of interest 
is not in that field. I am referring to aggravated Class II or Class III 
malocclusions, bimaxillary protrusion, mandibular prognathism, 
cleft lip and cleft palate, cancer of maxilla or mandible, physical 
restoration after surgery, traumatic injuries involving the jaws, tem- 
poromandibular joint dysfunction, to mention some of the more im- 
portant. To treat these cases properly requires the services of many 
specialties in medicine, dentistry, or both, as well as some of the 
allied professions, if the end result in rehabilitation is to be reached. 
Each in his own field, and with his own techniques, at some time 
in the treatment plan has something to contribute. However, we 
are living in an age of specialty training and practice, which tends 
to separate our thinking, not only where medicine and dentistry 
are concerned, but has even gone farther and at times seems to sep- 
arate us in our own respective specialties of dentistry. Boundary lines 
are established and are being challenged. As a result of training, 
one’s thinking is bound to be focused on one’s own area of interest, 
and when several specialties have the same area, with different 
techniques involved for solution, some very delicate situations can 
arise. That is one of the dilemmas caused by specialty practice today. 

In the field of rehabilitation, you hear quite frequently the word 
“teamwork” used, implying that treatment could not be given by 
any one person. It actually means the integration of the activities 
of all the techniques and disciplines necessary for the treatment of a 
particular condition.? The concept of teamwork started many years 
ago when the problem of rehabilitation of the whole person was 
recognized as necessary. Teamwork has been defined by Webster 
as ‘‘work done by a number of associates, all subordinating personal 
prominence to the efficiency of the whole.” It is this essayist’s opinion 
that in the average rehabilitation program we have not reached the 
stage where this definition can be applied, for too often each serv- 
ice strives to put the emphasis on its particular field. This is illu- 
strated in a recent paper® on the subject of cleft lip and cleft palate. 
We read “The cleft palate-cleft lip rehabilitation team is an im- 
portant addition to the plastic surgical department. . . . The clinic 
should have an honest, wholehearted collaboration between the 
plastic surgeons and number of consultants, including pediatrician, 
pedodontist, speech therapist, audiologist, and prosthodontist. . . . 
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It is obvious this group will function best when consultants agree to 
act in an ancillary capacity to the surgical service.” 

This concept differs greatly from the former definition of team 
approach. In fact, it seems very one-sided. In our experience in the 
treatment of the orally handicapped person, we believe at different 
times and in different cases, each of the specialties can become 
ancillary to the others. In many cases we would find it difficult to 
determine who should act in a subservient capacity. 

This latter concept can help explain, at least to some degree, 
serious situations which have developed in treatment of the orally 
handicapped person. One example is found in cases of cleft palate 
which have had multiple operations, with the result that speech 
and appearance are still poor. Although further treatment is in- 
dicated, we firmly believe no decision should be made as to the 
next procedure without an interchange of views between the sur- 
geon, the dentist, and the speech therapist, and on an equal basis. 
With our present methods of diagnosis, a treatment plan can be 
developed without depending on the judgment of any one person 
alone. One of the worst situations that can arise, both for patient 
and doctor alike, is illustrated by the old sentence we had to analyze 
years ago in grammar school, asking the question, “Who shall decide 
when doctors disagree?” This sentence can be changed, to some 
degree at least, because of our better methods of diagnosis. By the 
use of cinefluorography with image intensification, or other radio- 
graphic tools, and the sonograph, which is visible speech, we can 
now say, “What can help doctors decide when they disagree?” 

We do not claim to know all cleft palate cases where speech ap- 
pliances are indicated, nor do we believe they have universal ap- 
plication. Furthermore, we do not think the pharyngeal flap has a 
universal application either. They are both selective procedures. By 
comparison, the pharyngeal flap is irreversible, while the prosthetic 
speech bulb can be discarded or changed at will. We do believe, 
however, the prosthetic approach should be used as the method of 
choice in cases where an additional step is indicated to improve the 
speech and/or the appearance of the individual, and where the 
patient is already wearing, or will have to wear, a prosthetic restora- 
tion to supply missing teeth. 

Since our subject today deals with oral aspects of rehabilitation 
we must ask ourselves a few questions. 
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1. Are we not becoming confused by the word “rehabilitation’’? 
Has not the word lost some of its semantic strength? It seems to 
have become diluted by the many techniques and disciplines neces- 
sary for its development, especially in the minds of the public. It 
is common to hear someone say, “I rehabilitated him, or her’ when 
he really means he gave that person a physical restoration, either 
by means of surgery or a prosthesis, or both. One person can be 
well rehabilitated without any physical restoration; another person 
with an excellent physical restoration may never be truly rehabili- 
tated. It seems we are using the term “rehabilitation” too lightly, in 
a more or less superficial manner. Real rehabilitation goes deeper 
into the individual. It is only when the affected person learns to ac- 
cept with serenity the things he cannot change, has the courage to 
change the things he can, and the wisdom to know the difference, 
that we have true rehabilitation. Physical restoration by surgery or 
by prosthetic means does not always mean rehabilitation of the 
total person. 

2. Are not the terms “total person’ or “‘total patient care” or 
“total medical care” rather misleading? In the field of physical med- 
icine we are constantly hearing these used. Especially is this true 
more recently, due to our increased interest in the treatment of 
chronic diseases, the handicapped, and the aging person. What then 
is total patient care in physical medicine? 

One must recognize the need—the prime need—of good medical 
care in all health service. However, we cannot help but ask, “What 
constitutes a medical examination?” Is a dental examination in- 
cluded in that, and who does the oral and dental examining? I ask 
these questions with a desire to promote a better understanding 
and relationship with our medical brethren. At the present time it 
is my humble opinion, based on the observation of at least nine 
thousand cleft palate cases alone, that we are overlooking many 
oral conditions with now existing methods of medical or health ex- 
amination. We in dentistry, on the other hand, far too often criti- 
cize our medical brethren for overlooking our dental anomalies, 
when in reality they were not overlooked. They were never observed 
in the first place. And understandingly so, because these conditions 
are beyond their area of interest. 

I quote now from the monumental work of William J. Gies,* 
a Fellow of our great organization: “Antagonism between medicine 
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and dentistry is not in the public interest and the only way at present 
to give the public a real total health service is by earnest coopera- 
tion between the two.” And on the subject of medical education: “In 
the complex task of seeking to teach young men in four years, split 
into many units of time, these fundamental services, the theory and 
practice of general medicine and medical specialties, it was inevi- 
table that certain specialties should be underrated in the medical 
school and others lost to view. The most notable of the omissions 
has been the absence of a specialty in medicine relating to diseases 
of the mouth. This has been due mainly to two causes. In the first 
place, only in recent years has it been fully recognized that dental 
disorders are directly related to the general health. The present 
courses of medical education do not include instruction in dentistry 
comparable to that of diseases of the eye, throat, nose and ear. In the 
second place, the unusual mechanical requirements in dentistry has 
established an almost universal opinion, even among physicians, 
that dentistry was a mechanical art and not a branch of medicine— 
notwithstanding the fact that the teeth and mouth contribute one of 
the most important fields of medicine.” 

A thorough oral examination by one trained in that field can be- 
come very important in the finding of mouth cancer. We feel that 
dentistry, by the very nature of its practice, is ably equipped first, 
to discover the condition and secondly, to aid in the physical restora- 
tion after surgery. We also believe the prosthodontist should be a 
part of the presurgical planning team. 

Statistics show that 5 per cent of all cancer is found in the mouth. 
Since early detection of these cases is possible, a thorough oral ex- 
amination is of the utmost importance. Pertinent to that we have 
recently received permission from the Veterans Administration to 
publish the following information: 

“The Veterans Administration maintains 171 hospitals and 17 
domicilaries. Of these, 128 different stations reported 659 malig- 
nancies as being initially recognized by the Dental Service. None 
of them was reported until diagnosis had been verified by biopsy. 
The ratio of malignancies found to complete examinations per- 
formed during this period, was one malignancy for every 1168 oral 
examinations. Most of these cases had a previous medical examina- 
tion.” 

Any discussion on rehabilitation should include the definition 
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of a handicapped person. The International Society for the Welfare 
of Cripples Definition is “one whose activities may become so far 
restricted by loss, defect, or deformity of bones or muscles, as to 
reduce his or her capacity for education and self-support.”” The 
orally handicapped person fits the above definition completely, but 
has little done for him in comparison to other groups for which large 
funds and services are made available. 

In 1938 I wrote a paper later published in 1941,° entitled Crippled 
Children.” At that time I stated: “We assume it is the intention of 
the State that every crippled child should be made self-supporting 
and whole. If he is lame, he is made to walk so that he can go out 
in the world and bec’ ne a useful self-supporting citizen. But how 
singular it is that a child who has a facial deformity, either with or 
without a speech defect, according to the standards now established, 
is so unimportant. Yet we try to prepare one child to walk up to 
ask for a job, and neglect the one who can walk there, but cannot ask 
for it (with a smile) when he gets there.” 

Unfortunately, this approach has produced a situation where there 
seems to be some discrimination. We have actually collected and 
allocated our private and tax dollars to help our handicapped people, 
not in proportion to the incidence of occurrence, but according to 
the strength of the organization sponsoring the cause. Further, we 
have several national foundations competing with each other for 
obtaining assistance to aid the same person. We recognize there are 
some states such as Pennsylvania, where, under Dr. Robert H. Ivy, 
a good program has been established for complete cleft palate treat- 
ment. However, that is far from general at the present time. 

We must ask the question honestly and fairly, “Is a facial or oral 
deformity important?” Let us analyze these conditions still further 
and I am now thinking only of those conditions mentioned earlier 
in this discussion, which by their very nature are purely dental or 
oral, and treatable by the dentist. 

The face is the one part of our anatomy which actually “faces the 
world in which we live.” It is the one part of us not usually covered. 
As part of this face we have the oral cavity, with all the implications 
of teeth, jaws, occlusion, mastication, and the effect all of these have 
on the growth of the face. But more than that, most of these are the 
structures which the individual uses to communicate with the world 
he lives in—from this comes his speech. We cannot over-emphasize 
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the importance of good communication. It is possible for one person 
with a severe handicap of one kind to become President of the 
United States, and many of the types we are discussing today do not 
allow the person the same opportunity, even though they have the 
mental capacity. 

Speech is extremely pertinent to dentistry and rehabilitation as it 
relates to oral conditions. We should point out here that speech 
therapy is no longer considered in the field of education alone. In 
reviewing the terminology used in describing the profession dealing 
with the treatment of speech problems, one can see the changes in 
nomenclature that have taken place in that field. In our literature 
we find the terms, elocution teacher, speech teacher, speech cor- 
rectionist, and now speech therapist or speech pathologist. 

Speech training or retaining is now included in many crippled 
children’s programs, which brings it into the field of public health. 
In examining the structure of many speech clinics as they now 
exist, we find contradictory situations. Although these cases are con- 
sidered a part of a crippled children’s program, most speech clinics 
do not include any dental, orthodontic, or oral hygiene services in 
their treatment plan. If speech therapy is to be considered a public 
health problem, does it not seem important that the health of the 
physical structures involved in producing speech must also be cared 
for? If there is any doubt as to the conditions of the mouths of the 
patients treated in speech clinics, one has only to look into the re- 
ports from our induction centers of the Army, Navy and Air Force. 
These inductees were boys in our schools and clinics only yesterday. 
In passing, I might say that if any of these same youngsters had hands 
and faces as dirty as their mouths, they would have been sent home 
from the clinic or the school. But not so with the teeth and mouth. 
They stay right in school, being examined every year, or two years, 
or not at all. We actually wait to spend our tax dollar dental-wise 
until the child is eligible for the armed forces, or veterans benefits, 
or old-age care. Many cases needing oral rehabilitations of various 
types come to us later in life almost impossible to treat successfully, 
only because of the neglect of teeth at this early stage of life. 


CONCLUSION 


On the 100th Anniversary of the founding of the American Dental 
Association, an evaluation of the position of dentistry in the field of 
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oral rehabilitation and the total person has been attempted. We are 
now in the age of dental medicine. Dentistry should no longer be 
overlooked in medical schools as a real health service. 

It is hoped that, in the future, a more definite approach will be 
made as to the practice of dentistry and its specialties. Anyone 
familiar with the administration of a rehabilitation program which 
aims at total patient care, will have to conclude that it is the next 
step which must be taken. It would not be too difficult to predict 
these will be some of the changes the next 100 years will bring 
about. 
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THE FELLOWSHIP HOUR AND THE LUNCHEON 


At the conclusion of the essay program, an hour was set aside as 
an opportunity to renew old acquaintances and to meet new friends. 
The international aspect of this meeting made this hour a desirable 
opportunity to become acquainted with visitors from other parts 
of the world and to extend a hearty welcome to the many guests. 

The luncheon was held in the Ballroom of the Waldorf-Astoria 
with more than 1,000 attending. The luncheon was under the aus- 
pices of the New York Section of the College with Dr. David Tan- 
chester, Chairman of the Section, presiding. The invocation was 
pronounced by the Reverend Dr. David De Sola Pool, Minister 
Emeritus, Shearith Israel, New York. The musical interlude pre- 
sented Mr. Brian Sullivan, Tenor of the Metropolitan, San Fran- 
cisco, and Lyric of Chicago Opera Houses. His performance was 
superb. 
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THE AFTERNOON PROGRAM 


After a procession of the candidates for Fellowship and their 
sponsors, the officers, the regents, the speakers, and recipients of the 
Awards, Dr. Robert W. McNulty, Orator, pronounced the invoca- 
tion. 

Greetings from The Honorable Herbert Hoover, Former Presi- 
dent of the United States, were read. Mr. Hoover was unable to be 
present but his message was received with respectful enthusiasm. 

Dr. Arthur S. Flemming, Secretary of Health, Education, and 
Welfare, spoke on “Responsibilities in Health Service.” Secretary 
Flemming discussed some of the common responsibilities that con- 
front his department and our profession, and the issues we face to- 
gether that have a direct bearing on the ability of our nation to 
provide an adequate health service for the people. (Dr. Flemming’s 
address will appear in the June issue of the JOURNAL.) 


THE FELLOWSHIPS 


Fellowships in the College were conferred upon the following 


persons: 


Frederick L. Agnew, Jr., Rochester, 
N. Y. 
Herbert R. Alden, Kimball, Neb. 


Carl R. Anderson, Grand Rapids,’ 


Mich. 

Paul J. Armstrong, Lexington, Ky. 

Thomas Harper Armstrong, Lebanon, 
Tenn. 

Don Mark Ball, Cincinnati, Ohio 

Louis-Jean Baume, Geneva, Switzer- 
land 

I. B. Bender, Philadelphia, Pa. 

Erwin T. Bender, Portland, Ore. 

Gustave Berger R., Guatemala City, 
Guatemala 

Helge Berggren, Stockholm, Sweden 

Lawrence W. Bimestefer, Baltimore, 
Md. 

David Blonstein, Houston, Texas 

Herbert J. Bloom, Detroit, Mich. 

George Puhl Boucek, Pittsburgh, Pa. 

Moffett H. Bowman, Roanoke, Va. 

C. Jorge Braham S., Guatemala City, 
Guatemala 

Robert Bradlaw, London, England 


Allen A. Brewer, U. S. Air Force 


Charles Easterday Broadrup, Fred- 
erick, Md. 

Milton H. Brown, Navy 

William Aijinslie Buhner, Daytona 


Beach, Fla. 

George W. Burke, Jr., Richmond, Va. 

Stanton R. Burns, Redwood City, 
Calif. 

Arthur Bushel, New York City 

William W. Bushnell, Jenkintown, Pa. 

Edward A. Cain, Jr., New York City 

Harvey Morrow Campbell, Tupelo, 
Miss. 

Asher Burton Carey, Jr., Shelbyville, 
Del. 

Frank C. Carothers, Garnett, Kansas 

Russell H. Carpenter, Providence, R. I. 

Orland Joseph Caselli, Sacramento, 
Calif. 

Edward Samuel Chapman, Columbus, 
Ohio 

Arthur Osborne Christiansen, 
waukee, Wis. 

Jack Theo Clark, Fort Worth, Texas 


Mil- 
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Austin James Clary, Auburn, N. Y. 

Charles Kenneth Collings, Dallas, 
Texas 

R. Burke Coomer, Louisville, Ky. 

Harold M. Covert, Sr., Allentown, Pa. 

Harry C. Coy, Hartford, Conn. 

Louis M. Cruttenden, Chicago, IIl. 

Mervin G. Cunningham, Berkeley, 
Calif. 

Marvin Davis, Detroit, Mich. 

William F. Decesare, Providence, R. I. 

William Guy Delp, Rural Retreat, Va. 

Keith DeVoe, Columbus, Ohio 

George Murray Dewis, Halifax, N. S., 
Canada 

Walter Carl Dorn, Silver Spring, Md. 

Wesley John Dunn, Toronto, Canada 

Robert M. Dupont, Paris, France 

Irving W. Eichenbaum, New Britain, 
Conn. 

Semon Eisenberg, Savannah, Ga. 

Bienvenido B. Erana, Manila, Philip- 
pines 

Gervasio Erana, Manila, Philippines 

Alvin D. Farver, Miami Beach, Fla. 

Francis F. Farver, Miami Beach, Fla. 

P. Julius Ferrillo, St. Louis, Mo. 

David L. Field, Providence, R. I. 

George Boyd Finch, New Haven, 
Conn. 

Louis Fitting, Lausanne, Switzerland 

Carl A. Flecker, Pittsburgh, Pa. 

Edwin Grant Flint, Pittsburgh, Pa. 

John Edward Flocken, Navy 

Hans H. Freihofer, Zurich, Switzer- 
land 

Arthur E. Fry, Portland, Ore. 

James Colbert Garland, Atlanta, Ga. 

William Arthur George, Pittsburgh, 
Pa. 

Roger Goodman Gerry, Navy 

Joseph Gibilisco, Rochester, Minn. 

Angus Wright Grant, Navy 

Theodore S. Grant, San Francisco, 
Calif. 

Carlos Gysel, Antwerp, Belgium 

Norman O. Harris, U. S. Air Force 

James Rogers Hayward, Ann Arbor, 
Mich. 

Charles Maxwell Heck, Navy 


Arthur-Jean Held, Geneva, Switzer- 
land 
Robert E. Herlands, New York City 
Emory Falcon Hodges, Petersburg, Va. 
Herbert A. Hoglund, Willmar, Minn. 
John E. Holland, St. Louis, Mo. 
Johs Juul Holst, Copenhagen, Den- 
mark 
Harold James Holt, Los Angeles, Calif. 
William W. Howard, Portland, Ore. 
Adrian Orr Hubbell, Long Beach, 
Calif. 
E. F. Huckaba, Chattanooga, Tenn. 
W. Campbell Hudson, New York City 
James R. Hull, Columbus, Ohio 
R. Fred Hunt, Rocky Mount, N. C. 
Harvey S. Huxtable, Mineral Point, 
Wis. 
Monroe Lyman Jarrell, Chattanooga, 
Tenn. 
Harvey Samuel Johnson, Navy 
William Herbert Jolley, Memphis, 
Tenn. 
Charles Saul Jonas, Atlantic City, N. J. 
N. Buford Jones, Jr., Cordele, Ga. 
Carroll William Kennedy, Detroit, 
Mich. 
Lynden M. Kennedy, Dallas, Tex. 
Alfred William Kettenring, Yonkers, 
N. Y. 
Virgil Adron Kimmey, St. Louis, Mo. 
Kermit Frederick Knudtzon, Chapel 
Hill, N. C. 
Leo Korchin, Army 
William S. Kramer, Lincoln, Neb. 
Stanley Lawrence Lane, New York City 
Wesley J. Langmaid, Oshawa, Ont., 
Canada 
Ernest Francis 
Mass. 
Francis Iverson Livingston, Concord, 
N. H. 
J. H. Long, Jr., Daytona Beach, Fla. 
Olin M. Loomis, Seattle, Wash. 
Frank L. Loskot, Bloomfield, N. J. 
J. Richard Loughry, Cleveland, Ohio 
Howard Y. Low, San Francisco, Calif. 
John J. Lucca, Ridgewood, N. J. 
Lorne E. MacLachlan, Ottawa, Can- 
ada 


Leclaire, Worcester, 
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C. Aberdeen E. McCabe, Montreal, 
Canada 

Allen Pierce McDonald, Atlanta, Ga. 

James Douglas McLean, Halifax, N. S., 
Canada 

Alan Cumbrae McLeod, London, Eng- 


land 


James Edward Makins, Lubbock, 
Texas 

John Henry Manhold, Jr., Jersey City, 
N. J 


Frank Martin, Toronto, Canada 

C. Edward Martinek, Detroit, Mich. 

E. Byron Master, Short Hills, N. J. 

Seiichi Matsumiya, Tokyo, Japan 

Erbie M. Medlin, Aberdeen, N. C. 

Louis C. Meier, Cleveland, Ohio 

Marvin Edison Mergele, Houston, Tex. 

Gordon Leroy Miller, Navy 

Herbert Loren Miller, Dallas, Texas 

Robert Edward Lee Miller, Jr., Front 
Royal, Va. 

Erich Miller, Hamburg-Altona, Ger- 
many 

Michael John Murray, Omaha, Neb. 

Lloyd Ernest Musberger, Jamestown, 
N. Dak. 

Jack Edward Myers, Dallas, Texas 

Ram Sarup Nanda, Lucknow, India 

A. Alfred Nelson, Royal Oak, Mich. 

Franklyn C. Nelson, Loma Linda, 
Calif. 

Morse R. Newcomb, Cleveland, Ohio 

Howard Thomas Oliver, Montreal, 
Canada 

Walter E. Omundson, Washington, 
D. C. 

Donald Daggett Osborn, Providence, 
R. L 

Birger Nygaard Ostby, Oslo, Norway 

Lloyd George Parry, Atlanta, Ga. 

William Rowan Patterson, Texarkana, 
Ark. 

Lyle Smith Pettit, Columbus, Ohio 

Donald Keith Phillips, Nebraska City, 
Neb. 

Anthony F. Posteraro, New York City 

Harry Herbert Postle, Columbus, Ohio 

John B. Queern, Jr., Schenectady, 

» ae 


Sam H. Rabon, Kingsville, Tex. 
William Rakower, New York City 
Wilbur Owen Ramsey, Towson, Md. 
Marcus G. Randall, Louisville, Ky. 
Lester Raw, Trenton, N. J. 
Robert Murray Ricketts, Pacific Pali- 
sades, Calif. 
Irwin B. Robinson, Chicago, Ill. 
Ward C. Robinson, Minot, N. Dak. 
Antonio Rosat, Porto Alegre, Brazil 
Martin A. Rushton, London, England 
Gunnar Ryge, Milwaukee, Wis. 


S. Patric Scavatto, West Roxbury, 
Mass. 

Bernard H. Schanbam, Jersey City, 
N. J 


W. George F. Schmidt, Chicago, III. 
Karl Schuchardt, Hamburg, Germany 
Henry Harland Scofield, Navy 
Irwin Walter Scopp, New York City 
Harry G. Scott, Coatesville, Pa. 
Samuel Seltzer, Philadelphia, Pa. 
Thomas B. Sharp, Atlanta, Ga. 
Harold Sherman, New York City 
Quentin M. Smith, U. S. Public Health 
Service 
Charles T. Stingley, Cincinnati, Ohio 
Hubert H. Stones, Liverpool, England 
Ronald Mitchell Strachan, Cleveland, 
Ohio 
Clifford M. Sturdevant, Chapel Hill, 
N. C. 
Marvin M. Sugarman, Atlanta, Ga. 
Reginald H. Sullens, Chicago, Ill. 
Walter H. Swartz, Ann Arbor, Mich. 
Harold M. Syrop, Richmond, Va. 
Grover Cowan Taylor, Billings, Mont. 
Ralph J. Thornton, Dallas, Texas 
William Frederick Tilden, San Fran- 
cisco, Calif. 


Spyros James Vamvas, Huntington 
Park, Calif. 

Wilbur Nelson Van Zile, Portland, 
Ore. 


John Cornelius Versnel, St. Louis, Mo. 
Sigurd Vik, Nesttun, Norway 
Victorino G. Villa, Manila, Philippines 
Paul Wesley Vinton, Red Bank, N. J. 
Robert E. Wade, Columbus, Ohio 
Jens Waerhaug, Oslo, Norway 
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Cyral Gordon Watson, San Diego, 
Calif. 

Harold N. Weickert, Wheaton, Minn. 

Warren N. Wheeler, Army 

Newton Edgar White, Syracuse, N. Y. 

Richard W. Whiteside, San Antonio, 
Texas 

John E. Whittaker, Williamsport, Pa. 

Henry Marsh Wilbur, Louisville, Ky. 

Philip Williams, Lynn, Mass. 

Jack Ray Winston, Houston, Texas 

Clarence D. Wofford, Jr., Plainview, 
Texas 

Guy A. Woods, Jr., Portland, Ore. 

Roberto E. Woodworth, Mexico City, 
Mexico 

Seymour H. Yale, Chicago, IIl. 

Louis Emmons Yerkes, Allentown, Pa. 

James Wells Young, Jr., Sweetwater, 
Texas 


Wesley O. Young, U. S. Public Health 
Service 

Anthony John Zechella, Newport, Ky. 

John Edward Zur, Springfield, Ill. 


In ABSENTIA 


Mario M. Chaves, Buenos Aires, Ar- 
gentina 

Karl Haupl, Dusseldorf, Germany 

Sandy Cole Marks, Congo Belge, Africa 

Charles O'Malley, Republic of Ireland 

Arturo Rojas, Lima, Peru 

See Sirisinha, Bangkok, Thailand 

Raden G. Soeria Soemantri, Bandung, 
Indonesia 

Thavil Tandikul, Bangkok, Thailand 

Albert G. Vermeersch, Louvain, Bel- 
gium 

Terence Ward, Hastings, United King- 
dom 


Honorary Fellowships were conferred on the following persons: 


T. Brandrup-Wognsen, Stockholm, 
Sweden 
Arthur S&S. 
D. C. 
Charles F. L. Nord, Amsterdam, The 


Netherlands 


Flemming, Washington, 


In ABSENTIA 


The Honorable Herbert Hoover, New 
York City 


Albert Joachim, Province de Namur, 
Belgium 
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THE AWARDS 


It was fitting on this centennial occasion that recognition should 
be made of persons who had contributed largely to the advancement 
of the profession and its public appreciation. Accordingly, the fol- 
lowing persons were given the William John Gies Award: 


Percy T. Phillips, New York, N. Y. C. Willard Camalier, Washington, 
Gerald D. Timmons, Philadelphia, Pa. D. C. 
Harold Hillenbrand, Chicago, IIl. Edward B. Spalding, Birmingham, 
Gerald H. Leatherman, London, Eng- Mich. 

land C. Carroll Smith, Waterbury, Conn. 
Lon W. Morrey, Chicago, III. Otto W. Brandhorst, St. Louis, Mo. 


Thomas J. Hill, Brecksville, Ohio 


Also, the Award of Merit was given to the following persons in 
recognition of their devoted services over the years: 


J. Roy Doty, Chicago, Ill. B. Duane Moen, Chicago, IIl. 
John J. Hollister, Chicago, Ill. 


THE RECEPTION AND THE DINNER 


A reception honoring the participating organizations was held in 
the Astor Galleries at seven o’clock. The following were in the 
receiving line: 


Dr. Harold J. Noyes, President of the American College of Dentists 
Dr. Percy T. Phillips, President of the American Dental Association 
Mrs. Percy T. Phillips 
Dr. T. Brandrup-Wognsen, President of the Federation Dentaire Internationale 
Mrs. T. Brandrup-Wognsen 
Dr. Donald W. Gullett, President-elect of the American College of Dentists 
Mrs. Donald W. Gullett 
Dr. Charles F. L. Nord, President of Honor of the Federation Dentaire Inter- 
nationale 
Mrs. Charles F. L. Nord 
Dr. Paul H. Jeserich, President-elect of the American Dental Association 
Mrs. Paul H. Jeserich 
Dr. Hans Freihofer, Speaker of the Federation Dentaire International 
Mrs. Hans Freihofer 
Dr. Gerald D. Timmons, Speaker of the House of Delegates of the American 
Dental Association 
Mrs. Gerald D. Timmons 





Dinner was served in the Ballroom of the Waldorf-Astoria at 
eight o'clock to more than 1,100 guests. The invocation was pro- 
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nounced by The Right Reverend Charles F. Boynton, D.D.S., T.D., 


Suffragan Bishop, Diocese of New York. 

After dinner, President Noyes introduced the guests as listed 
in the special dinner program. He then presented Mr. Roberto de la 
Rosa of Monterrey, Mexico, who entertained with an address on 


“The Other American Way of Life.” 
President Noyes then proceeded with the installation of the of- 


ficers of the College: 


President Donald W. Gullett, Toronto 
President-elect Edgar W. Swanson, Chicago 
Vice-President Oscar P. Snyder, Columbus, Ohio 
Treasurer William N. Hodgkin, Warrenton, Va. 
William B. Ryder, Jr., San Francisco 


Regents 
Ralph J. Bowman, New York 


The Service Key of the College was presented to Harold J. Noyes 
by Thomas J. Hill. The Key is a replica of the Mace of the College 


and is given to the retiring president. 








The Inaugural Address 


The Meaning of the College 
DONALD W. GULLETT, D.D.S. 


In all humility any man elected to the presidency of the College 
must ask himself what qualifications he possesses for the position. 
If the truth be admitted, I can think of very little which fits me as 
an occupant of what I consider a most honourable position. To be 
selected as a Fellow in the first instance is a signal honour for any 
dentist, but even after serving on the Board of Regents for a num- 
ber of years, I feel that among the many Fellows of the College there 
are those who could serve more capably. 

Briefly I should like to say a few words upon the meaning of the 
College. What the College means really becomes a personal thing. 
Probably the College means something slightly different to each 
Fellow. I submit that this difference depends greatly on how much 
interest each individual has in his profession in general and the 
College in particular. The founders of the College exhibited the 
highest professional ideals, and their successors have obligation to 
hold high the true ethical concepts of professional life. 

Times arise when to hold fast to true ideals may not be too 
popular. Transient ideas may sway professional men even when 
such ideas may be questionable. The Fellows of the College should 
act as leaven among the whole membership of the profession. It is 
not that the College fears new ideas, but rather that the College is 
foremost in experimenting with new conceptions. The point is that 
the College does experiment until proof is established, and only 
then recommends adoption. In this respect the College provides a 
safety measure so necessary in this age of rapidly changing society. 

This is not the time or place to reiterate the many new fields the 
College has cultivated in the interests of the profession. The policy 
of the College is to establish studies or effort of some kind in areas 
not being developed by other organizations representing the pro- 
fession. In the past when some particular subject has developed to a 
stage where real need is established, and some other dental organiza- 
tion exhibits aptitude and strength to take over the work, the Col- 
lege has stepped aside and sought out new projects for the better- 
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ment of dentistry. The history of the College is replete with processes 
of this nature. 

A quick glance at the activities of the College today indicates the 
forward thinking which constitute the work. Such matters as human 
relations, preventive service, socio-economics, recruitment, profes- 
sional relations, and education predominate. Perhaps the need for 
study of these subjects in connection with professional life is far 
better recognized now than when the College established such 
studies. The importance of the College has always been closely re- 
lated to a recognition of future need. 

Society has established several levels of conduct. First there are 
the legal demands. For observation of the law no individual or group 
of individuals receive much credit, for it is expected of all to abide 
by the law. Then there is a disciplinary level where, in addition to 
the law, there exist certain recognized rules or regulations some of 
which the individual imposes on himself. Again it is taken for 
granted that all professional men will observe proper discipline. On 
a step higher we find codes of ethics and here the man of ideals, in 
obedience with his code, becomes recognized as a man of honesty 
and honour. We look upon this level as being that of the true pro- 
fessional man. A higher level exists which might be termed the 
level of integrity. Integrity draws a finer line of demarcation than 
legality, discipline, or even ethics, being one of the highest virtues. 
To practice with integrity requires courage and unselfishness, de- 
noting the highest of principle. It is on this level that we think of the 
College and its Fellows. 

One appeal to me of the College is that little is to be found in it 
which can be measured in dollars and cents. The only visible yard- 
stick is that of good will for the elevation of professional life. 
Idealistic as the objectives may sometimes appear, the need for an 
organization to hold principles high is great. Particularly is this 
true in the society of today where there seem to be so many efforts 
to pull down or level off instead of elevating. 

Earlier I referred to the honour of fellowship which is real and 
true. However the College effort is based on honour with contribu- 
tion and every fellow is expected to do his share. This is a com- 
mendable distinction between the College and some other honorary 
institutions. The record for service established by the College rests 
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largely on this point. Even men like myself with five grandchildren 
are expected to contribute. 

To me, these points express the meaning of the College. Knowing 
full well that the men elected to the Board of Regents and the mem- 
bers of the College are zealous to contribute toward the betterment 
of the dental profession, I accept the office of president. It is my 
hope that the coming year will be a fruitful one. 


THE ENTERTAINMENT 


President Gullett announced the preentation of a dramatic sketch 
portraying, “This Is Your Life ADA.” 

In paying tribute to the American Dental Association at its cen- 
tennial meeting, the College selected a few of the historical episodes 
of the past one hundred years and fashioned them into a story that 
pointed up some of the incidents that moulded the character and 
accomplishments of the dental profession of America and brought 
the profession to its present high standard as a health service. 

Mr. Ted Malone of the American Broadcasting Corporation acted 
as narrator. The characters participating in the several scenes por- 
trayed as closely as possible the conversations and happenings of the 
time. The experiences of yesteryears, in many instances, have their 
counterpart in many of the problems which face the profession to- 
day. Thus, history points the way to future growth and development 
of the profession. 

The story was told in seven dramatic scenes, interspersed with the 
narrator's story of the intervening events, and finally led to a report 
on the one hundred years of stewardship. The curtain came down 
after a glowing tribute to the American Dental Association for a job 
well done and with encouragement for the future. 





Tus Is Your Lire ADA 
SCENE I 
The Elysian Field 


SCENE II 


Niagara Falls 1859—Organization of the American Dental As- 
sociation 
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SCENE III 
San Francisco 1879—Murder trial of Samuel P. Chalfonte 
SCENE IV 


Depot on Main Line Running to Point Comfort 1897—Union of 
Southern Dental Association and American Dental Association 


SCENE V 
Omaha 1913—Reorganization of the American Dental Association 
SCENE VI 
Chicago 1938—Formation of the Council on Dental Education 
SCENE VII 


Waldorf-Astoria Hotel, New York, 1959—Report on 100 Years 
of Stewardship 


The presentation was a tape recording with dental students from 
New York University performing on the stage in pantomine. 
The meeting was adjourned and dancing followed. 





CALENDAR OF MEETINGS 


CONVOCATIONS 
October 16, 1960, Los Angeles 


October 15, 1961, Philadelphia 
October 28, 1962, Miami Beach 
October 13, 1963, Atlantic City 


November 8, 1964, San Francisco 




















MINUTES OF THE MEETING OF 
THE BOARD OF REGENTS 


September 11 and 15, 1959, New York 


The Board of Regents of the American College of Dentists met in 
the Waldorf-Astoria Hotel, New York City, on September 11, 1959. 
Twelve members were present; Harold J. Noyes, president, presided. 

The minutes of the February 8, 1959, meeting at Chicago were 
approved. The report on these minutes by the Secretary was re- 
ceived. 


Reports of Officers: 


President Noyes discussed the activities of the College and urged 
that more attention be given to the responsibilities of the individual 
members. 

Treasurer Hodgkin read his report; it was received. 

Secretary Brandhorst reported on the ad-interim activities of the 
Board of Regents. The report was approved for record. 

The Secretary announced the deaths of Fellows since the Febru- 
ary 1959 meeting. The names of these deceased Fellows have been 
recorded in the “In Memoriam” booklet prepared by the Necrology 
Committee, and are included in the Minutes of the 1959 Convoca- 
tion. 

The report on membership showed a total of 2,522 as of Septem- 
ber 1, 1959. The report was received. 

Historian John E. Gurley announced the completion of his work, 
“The Evolution of Dental Education.” He also stated that he had 
begun preparation of the “Evolution of Ethics.” The report was re- 
ceived. 

A number of the Regents reported on the activities of the sections, 
and of the Fellows, in various parts of the country. The reports were 
received. 


Reports of Committees: 


Beginning at 10:00 in the morning and continuing until 3:00 in 
the afternoon, the Board received the reports of the various com- 


These minutes have been compiled and condensed by the Secretary, O. W. Brand- 
horst. The detailed minutes are on file in the Central Office. 
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mittees of the College as presented by the respective chairmen. These 
reports, and the actions taken, will be published in The Reporter 
during the next few months. 


Section Activities: 


The Secretary presented a summary of the activities of the sections 
of the College as recorded through a questionnaire sent to section 
officers during the Summer. It was evident that, with a few excep- 
tions, sections were not promoting the activities of the College at the 
local level. The Secretary was authorized to hold a conference of the 
officers of some eight sections in the Central Office, and discuss ways 
and means of stimulating section activities. 


Miscellaneous: 


The Board voted to ask for membership on the National Com- 
mittee supporting the World Health Organization. 

The Board voted formal support of the Fund for Dental Educa- 
tion, Inc., and urged members to support this Fund whenever and 
wherever possible. 

Dr. George C. Paffenbarger was reappointed the representative of 
the College to the American Association for the Advancement of 
Science for a period of four years. 

The Board voted to underwrite the publication of “The Evolu- 
tion of Dental Education.” This has been written by Historian John 
E. Gurley. 

It was decided to delay action on the possible publication of the 
current studies on motivation, pending additional information. 

The budget for 1959-60 was approved. 

The Board discussed at length the question of nominations from 
other countries, and programs that would best fit the needs and 
developments in these countries. 





The first meeting of the new Board of Regents was held on Sep- 
tember 15, convening at 8:00 in the morning. Twelve members were 
present; Donald W. Gullett, president, presided. 

Drs. Deliberos and Dupont, Paris, France, appeared before the 
Board and presented greetings from the French Dentaire Interna- 
tionale and the French Dental Federation. Dr. Deliberos presented 
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Drs. Gullett and Noyes with certificates of Honorary Fellowship in 
the French Dentaire Internationale; and Dr. Dupont presented Dr. 
Brandhorst with a certificate of Honorary Fellowship in the French 
Dental Federation. 

The President and Secretary were directed to proceed with the 
combining of a number of the standing committees of the College 
(this had been discussed previously), and to make such additional 
appointments on other committees as might be considered desirable. 

Dr. T. F. McBride was introduced as the new editor. He succeeds 
Dr. Alfred E. Seyler whose term as editor will expire December 
1959. 

Dr. John E. Gurley was reappointed Historian. 

It was agreed that the College should join in sponsoring the sym- 
posium on “American Dentistry at the Centennial Crossroad” at the 
meeting of the American Association for the Advancement of Science, 
Chicago, in December 1959. 

The Board meeting was adjourned at 9:00 to permit the regents 
and officers to participate in the World Relations Conference with 
Fellows of the College from other countries of the world. 


MINUTES OF .THE MEETING OF 
THE BOARD OF REGENTS 


February 7, 1960, Chicago 


The Board of Regents of the American College of Dentists met 
in the Conrad Hilton Hotel, Chicago, on February 7, 1960. Thirteen 
members were present; Donald W. Gullett, president, presided. 

A number of reports on the activities of the American College of 
Dentists were received from those present. The Treasurer’s report 
showed a bank balance, as of January 31, 1960, of $14,687.75; the 
report was received. The Secretary reported a total membership of 
2,703, as of January 1, 1960; thirty are Honorary Fellows. 

The Secretary announced the deaths of Fellows since the Septem- 
ber 1959 meeting: 


These minutes have been compiled and condensed by the Secretary, O. W. Brand- 
horst. The detailed minutes are on file in the Central Office. 





THE 1959 CONVOCATION 


Lloyd M. Barger Baltimore, Maryland 
William R. Davis Flint, Michigan 

Kenneth R. Gibson Birmingham, Michigan 
James Theda Ginn Memphis, Tennessee 
Alaric W. Haskell Brunswick, Maine 

Andrew J. Heffernan Wilkes-Barre, Pennsylvania 
Claude S. Larned Battle Creek, Michigan 
Charles S. Lipp San Francisco, Calif. 

W. H. O. McGehee Washington, D. C. 
Frederick F. Molt Laguna Beach, California 
Charles Nelson Fergus Falls, Minnesota 
James E. Pyott Baltimore, Maryland 
Ernest H. Redeman Marinette, Wisconsin 
Emerson R. Sausser Philadelphia, Pennsylvania 
Joseph L. Selden Louisville, Kentucky 
George M. Shields Miami, Florida 

William H. Street Richmond, Virginia 


The Secretary then reported the details of the 1959 New York 
meeting; the report was received. 

The new Editor, T. F. McBride, outlined plans for the immediate 
future of the JouRNAL; also, he asked the Board of Regents for sug- 
gestions concerning JOURNAL policy and content. The Secretary read 
a report of the retiring editor, Alfred E. Seyler. The Board com- 
mended Dr. Seyler for his untiring efforts during the period of his 
editorship, and instructed the Secretary to express to him the ap- 
preciation of the College for his services. 

The Secretary read a report from Historian John E. Gurley indi- 
cating that his manuscript, “The Evolution of Dental Education” 
was in the printing stage; this report was received. 

The Secretary reported on the efforts of the President and the 
Secretary toward the consolidation of the committee structure of the 
College. The Board approved the following list of standing com- 
mittees: 


Bylaws World Relations Education 
Growth and Aging of the Conduct Journalism 
Face Health Services Research 
Professional Relations Recruitment Nominating 

Necrology 


It was decided to publish the results of the studies on motivation 
provided that the material could be prepared as desired. 

The Board reviewed the 1959 report of the Committee on Con- 
duct; this was approved. 
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The American College of Dentists, while supporting and urging 
the fluoridation of communal water supples as an effective means in 
the control and prevention of dental caries, had not adopted a spe- 
cific resolution in this respect. The Board of Regents, of the opinion 
that an action was desirable at this time, adopted this resolution: 


WHEREAS, The fluoridation of water supplies constitutes a valuable health 


measure; and 

WHEREAS, The effectiveness of fluoridation in preventing a major propor- 
tion of dental caries has been scientifically proven; and 

WHEREAS, Scientific evidence has established that no systemic ill-effects 
occur when fluorides are utilized in proven amounts; therefore be it 

Resolved, That the American College of Dentists fully endorses the fluorida- 
tion of communal water supplies. 


The amendment to the Illinois Section Bylaws was approved. The 
report of the World Relations Conference (New York, September 
15, 1959) was received. The report of the Conference of Section 
Officers (Central Office, January 9, 1960) was received. 

The plans concerning the Dublin Meeting of the Federation 
Dentaire Internationale, to be held in June 1960 were discussed. 
President Gullett and Treasurer Hodgkin were designated the of- 
ficial representatives. 

A report concerning the 1960 meeting of the College, convening 
at Los Angeles in the Biltmore Hotel on October 16, was read by 
Secretary Brandhorst; arrangéments are practically complete. 
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The Federation Dentaire Internationale 


OBED H. MOEN, D.D.S.* 


The Federation Dentaire Internationale is made up of 60 national 
dental associations representing 48 countries of the world and about 
223,000 dentists. The United States of America is the largest member 
with over 90,000 dentists. 

The study of dentistry at the international level quickly brings to 
light the increased recognition of dental health programs throughout 
the world. This has been accomplished largely through the contacts 
made by the Federation Dentaire Internationale with the World 
Health Organization. Medicine has accomplished much through 
WHO. Now dentistry works parallel with medicine in development 
of dental health programs in all regional areas of WHO. 

While the Federation is composed of national dental associations, 
an Opportunity is given to individual dentists to become “supporting 
members” of the Federation by the payment of a subscription fee 
which includes the quarterly Jnternational Dental Journal, the 
official publication of the Federation. 

Aside from the scientific and educational program already in 
effect, the value of FDI activities is increasingly noticeable in the 
line of representation and prestige of the dental profession at the 
international level. Dentistry, as the second largest health profession, 
must work along with other health groups. 

The following items indicate the magnitude of the opportunity 
given to dentistry through the Federation: 


1. Professional representation at the international level is essential for pro- 
fessional development as well as goodwill and understanding. 

2. Increased recognition of dentistry in the health field will be greatly aided 
by FDI. 

3. The World Health Organization is accomplishing much through efforts of 
medicine. Today dentistry parallels medicine in WHO because FDI made it 
possible for dentistry to function. 

4. The prestige and value of dentistry and medicine becomes higher because 
of activity throughout the world. 

5. Every imaginable type of economic business activity is now represented at 
the international level. Certainly the professions must be represented. 

6. As a supporting member you will be recognized by your dues card and a 


* U.S. A. National Treasurer, FDI. 
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membership certificate. The FDI News Letter and the International Dental 
Journal will keep you internationally informed. 


You can be a part of this program by becoming a supporting 
member of the Federation Dentaire Internationale. If you will fill 
out the application blank below and return it to me with your 
1960 dues, I shall see that all FDI material reaches you routinely. 


This consists of: 

1. Membership card 

2. Membership Certificate suitable for framing 

3. FDI News Letter published quarterly 

4. International Dental Journal published quarterly 

You may be interested in the annual meeting of the Federation 
in Dublin, June 20-25, 1960. If so, I shall be glad to give you 
necessary forms and information. 





Application for Membership 
FEDERATION DENTAIRE INTERNATIONALE 


I wish to become a Supporting .Member of the Federation Dentaire Inter- 
nationale and subscribe to the International Dental Journal. 


Name....... eee er ae 


Degrees PTET PITITT ee 


Address WETPETELET iL bo flake yore i 
(PLEASE PRINT) 


I am a Member of the American Dental Association. 


I enclose $15.00 for Supporting Membership and subscription to the Inter- 
national Dental Journal for the year 


PLEASE COMPLETE AND RETURN WITH YOUR REMITTANCE TO 
OBED H. MOEN 
6 MAIN STREET, WATERTOWN, WISCONSIN, U. S. A. 








Responsibilities in Health Service 


ARTHUR S. FLEMMING 
Secretary of Health, Education, and Welfare 


It is certainly a great privilege for me to have the opportunity of 
participating in this Convocation of the American College of Den- 
tists on the occasion of the centennial celebration of the American 
Dental Association. 

When I first received your program I was delighted to note that 
it was contemplated that former President Hoover would also par- 
ticipate in this program, speaking to us on “‘Responsibilities in Citi- 
zenship.”” It was my privilege to serve as a member of both of the 
Hoover Commissions. As a result, I know from firsthand observation 
that there is no living American who is better qualified to talk on 
the responsibilities in citizenship. His words carry with them always 
the conviction that grows out of the fact that without thought of self 
he has practiced what he has preached. No man in our history has 
traveled the second mile as often as he has traveled it in order to 
serve his fellow human beings. 

Just after I resigned as Director of Defense Mobilization back in 
1956 and returned to the presidency of Ohio Wesleyan University, 
I was asked by Dr. Adams, the president of the American Council on 
Education, to serve as chairman of a dental survey commission, the 
organization of which was inspired by those who are leaders of the 
American Dental Association. Frankly, I did not understand why the 
invitation was extended to me. In response to a direct question, Dr. 
Adams said to me that they were looking for a layman who was not 
identified with the issues that confront the profession at the present 
time. I assured him that he could not possibly find a layman who was 
more a lay stranger to those issues than myself and on that basis I 
would recognize that I qualified for the vote. 

I was honored by the invitation, I accepted, and just as the Com- 
mission was organized I was invited by President Eisenhower to 
come back to Washington to assume my present duty. Consequently, 
it was necessary for me to resign as chairman of the Commission on 


Presented at the 1959 Convocation, September 13, New York City. 
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the Survey of Dentistry. I did it regretfully, but as I did so I recog- 
nized that in connection with the duties and responsibilities of my 
present position, I would be provided with another opportunity of 
becoming better acquainted with the contributions that your pro- 
fession has made and is making to the welfare of our nation. 

As you know, there has always been a significant relationship be- 
tween your profession and the United States Public Health Service, 
which, of course, is one of the most important of the operating agen- 
cies of the Department of Health, Education, and Welfare. 

This relationship was strengthened in a very substantial manner 
when the creation of a National Institute of Dental Research was 
authorized by the passage of the National Dental Research Act, an 
act that was passed to increase knowledge of dental and associated 
diseases with a view to improving oral and dental health. 

It seems to me that it is significant that the budget for this In- 
stitute has grown from about $360,000 in 1949, to over $8,000,000 
during the present fiscal year. In addition, $2,000,000 is being spent 
on dental research in other areas of the Public Health Service, thus 
bringing the total that will be spent for research and training in the 
dental health field in 1960 to a little over $10,000,000. And of course 
I am delighted, as you are, that we are now in the process of provid- 
ing a new home in Bethesda for the National Dental Research 
Institute. 

This afternoon I am going to presume on this very brief relation- 
ship that I have had with your profession, to discuss with you some 
common responsibilities that confront our department and your pro- 
fession, as together we face issues that have a direct bearing on the 
ability of our nation to provide an adequate health service for our 
people. 

First of all there is the manpower issue. I am informed that the 
supply of dentists has been declining for a generation when con- 
sidered in relation to our growing population. Even now, with den- 
tal school enrollments twice their immediate post-World War II 
level, dental schools are not producing enough new dentists to keep 
up with population growth. 

At current projected levels of graduates from existing and planned 
schools, total dentist supply will grow from approximately 98,000 
in 1957 to approximately 120,000 in 1975. By then, however, we 
will need approximately 134,000 dentists if we are to meet the needs 
arising from population growth alone. 
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To reach even this level by 1975 will require facilities by 1970 
capable of graduating annually approximately 2,700 more dentists 
than are currently in prospect. Of course, additional training facili- 
ties will lead to demands for still more manpower. 

What can we do to solve this manpower problem? We can do a 
better job of counseling and guidance at both the secondary and 
liberal arts levels. Government can be of help at all levels as it seeks 
to strengthen its counseling and guidance programs. The most ef- 
fective job, however, can be done by the members of this profession 
through the contacts that they can, and should, establish with 
counselors in both our secondary schools and in our institutions of 
higher education. 

Also, I am convinced that we must face, in a realistic manner and 
with a sense of urgency, the need for additional training facilities. 
The Commission on the Survey of Dentistry, to which I have al- 
ready referred, will undoubtedly be of assistance in helping us to 
reach an agreement on a national goal so far as dental training 
facilities are concerned. It is imperative for us to reach such an 
agreement if we are going to deal with this matter in something 
other than a hit-or-miss manner. 

I hope that the Survey Commission will also help us to reach 
agreements in what constitutes a fair share of the responsibility for 
meeting a national goal for additional training facilities, on the part 
of government at all levels, and on the part of private groups. Unless 
we can reach agreements along this line we will not be focusing in 
an effective manner our total resources on meeting the national goal. 

And then also we must utilize our available resources in a more 
intelligent manner. I am challenged and encouraged by the increas- 
ing emphasis that this profession is placing, for example, on the 
training and utilization of what you refer to as “chair-side assistants.” 
I understand that some studies have demonstrated that the produc- 
tivity of a dentist can be increased as much as 30 per cent through 
the use of these assistants. The benefits comparable to this devel- 
opment are taking place in other professions. As we move forward 
with programs of this kind, it is important for us to keep in mind 
the fact that the assistant, in this case the chair-side assistant, should 
not be treated as a second-class citizen. She also must be provided 
with incentives and opportunities for growth and development. 

The next issue that we must face together is the issue of making 
additional resources, including manpower, available for research. 
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All of the Institutes connected with the National Institutes of 
Health, including the Dental Institute, have made amazing progress 
in the last six years in providing both leadership and resources in 
this area. This progress has unquestionably been due, in large part, 
to the willingness on the part of this profession as well as the mem- 
bers of other professions to give of their time and energy as members 
of our Advisory Council. Here again there is need for agreement 
on national goals, and also agreement on what constitutes a fair 
share of the responsibility for meeting these goals on the part of 
government at all levels, as well as on the part of private groups. 

The very distinguished Bayne-Jones Committee in reporting to 
the Secretary of Health, Education, and Welfare, my predecessor 
Mr. Folsom, recommended that 50 per cent of the fiscal resources for 
medical and dental research should be provided by the federal gov- 
ernment, and 50 per cent by government at other levels and private 
groups. 

There will be a temptation to increase the percentage of partici- 
pation by the federal government. In my judgment, if we yield to 
this temptation we will in the long run be weakening, rather than 
strengthening our research activity. 

Next, we face the issue of the cost of dental care. At the beginning 
of 1959, 121,000,000 Americans had medical and hospital prepay- 
ment coverage of some kind, but only 500,000 of our citizens had 
dental prepayment coverage. This situation calls for a vigorous edu- 
cational program because personal dental health services cost $1,- 
700,000,000 per year, one-sixth of all the money spent for personal 
health services. 

In my judgment, both the dental profession and the medical pro- 
fession, as well as the government, are at a cross-road so far as deal- 
ing with the issue of the cost of dental and medical care is concerned. 

Although we have made marked progress in expanding the cover- 
age of voluntary insurance programs, we are now face-to-face with a 
proposal incorporated in the Forand bill that we abandon these ef- 
forts so far as the beneficiaries of the Old Age and Survivors Insur- 
ance programs are concerned, and let the federal government take 
over the entire job of providing protection to cover hospital, surgi- 
cal, and nursing home costs. 

In testimony before the House Ways and Means Committee it was 
stated that this administration is unalterably opposed to enactment 
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of this bill. There is no question but that the enactment of a com- 
pulsory hospital insurance law for the aged would bring to a virtual 
halt the voluntary efforts to deal with this group in our population. 

About 40 per cent of the persons age sixty-five and over now have 
some hospital insurance protection, whereas as recently as 1952, only 
25 per cent of the persons age sixty-five and over had any form of 
hospital insurance. If the federal government provides for a com- 
pulsory system to cover hospital and surgical costs, strong pressure 
would develop to extend the scope of benefits to additional types of 
service. As a result, voluntary insurance might soon be eliminated 
from the entire field of health protection for the aged. But in addi- 
tion, an increased number of those who would be making payments 
for the Old Age and Survivors Fund for protection after sixty-five 
would express their willingness to make additional payments in 
order to attain protection before sixty-five. This would result in 
the broadening of the age group to the point where the whole sys- 
tem of voluntary health insurance would be seriously undermined. 

We are now engaged in studies designed to determine whether 
or not there is anything the government can do to strengthen the 
voluntary insurance approach in dealing with the problems of the 
aged. We may conclude that there are some things that the federal 
government can do, in addition to what it is now doing. We may 
conclude that the dental and medical professions, as well as private 
groups and companies, can do more than they are now doing. 

One thing is sure and that is that if government, the dental and 
medical professions, and private groups cannot agree on a program 
that will meet the need, compulsory health insurance for the aged 
will win out; and if such provision is made for the aged, we will 
start on the road then for provision being made for compulsory 
health insurance for all age groups. 

We need to tackle this problem together if we want to prevent 
that from happening, and we need to search together for a solution 
with a real sense of urgency. 

Finally, we must face together the issue of developing increasingly 
effective methods for persuading the American people to adopt 
measures which will help reduce the demands on the dental profes- 
sion by preventing trouble. I am, of course, thinking about fluorida- 
tion, and all of you know the stand that has been taken by the 
Public Health Service and our Department in this matter. Yet in 
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spite of the findings of the Public Health Service, whose objectivity 
in medication for the welfare of our nation-is above question, only 
42,000,000 people in the United States, about one in three, who are 
provided water by community water supplies are drinking water 
containing the minimum or higher level of fluoride as recommended 
as desirable. 

It is encouraging, of course, to note that since 1950 the number 
of persons in this country using fluoridated water has increased by 
about 33,000,000. The fact remains, however, that a militant minor- 
ity has impeded progress in this area. Dentists who believe in fluo- 
ridation must become practical politicians in order to make it pos- 
sible for an increasingly large number of our oncoming generation 
to enjoy the benefits of this health measure. 

Yours is one of our great service professions. Because it is, I know 
that you must receive great satisfaction from your work. Speaking 
in behalf of the Department of Health, Education, and Welfare, I 
want to say that we not only stand ready but look forward to the 
opportunity of coming to grips with you with the manpower issue, 
with the opportunities that exist in the field of research, with the 
issues that grow out of the cost of dental and medical care, and with 
the opportunities for persuading communities to take action that 
will prevent dental decay. Do not hesitate to give us your sugges- 
tions. ; 

For one hundred years your profession has made a major con- 
tribution to strengthening the health services of our nation. Signifi- 
cant as those contributions have been, I am confident that they are 
going to be even more significant in the years that lie ahead. 

I like the quotation from Kettering that Dr. Percy T. Phillips, 
the President of the American Dental Association, lifted up in an 
article in the June 1959 issue of the Journal of the American Dental 
Association: 

We must use the past as a guidepost, not as a hitching post. We are not 


at the end of our progress but at the beginning. We have but reached the 
shores of a great unexplored continent. We cannot turn back. 


It is in that spirit that I know you face the future, and we will 
be delighted to cooperate with you in the same spirit. 
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Are we losing the battle for the control and prevention of dental 
caries? In many ways dental scientists must answer affirmatively, for 
reliable statistical evidence shows that caries are more prevalent in 
some areas today than they were in 1900. This is appalling when one 
considers the recent advances in dentistry, medicine, and nutrition. 
At no time in the history of dental science has so much been avail- 
able to both the dentist and his patient in terms of prevention. 

Recent improvements in nutrition and prenatal care provide the 
expectant mother with those dietary factors known to aid substan- 
tially in the reduction of caries both for herself during her preg- 
nancy and for her offspring following birth. More and certainly bet- 
ter educated dentists, the substantial benefits of communal fluorida- 
tion, better appreciation and more general use of oral hygiene meas- 
ures, better dental materials for the repair and subsequent control 
of new caries, and still other dental advances are available, but den- 
tal caries increase. No clearer picture of this serious problem is avail- 
able than from evidence provided by the Selective Service System 
from the dental and medical records of recruits drafted for military 
service during World War II (Selective Service System, 2:1, 1943). 

In 1938 the dental requirement for military service was only that 
the recruit have twelve opposing teeth. In order to provide sufficient 
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manpower to meet our military obligations these most simple re- 
quirements had to be lowered, until in 1943 no dental requirements 
were a pre-requisite for military service. This is more appalling when 
one realizes that these young men are our country’s best, from all 
standards, and in only a few years will be the same men leading our 
country’s political, social, scientific, and health futures. The Selec- 
tive Service System records show that of the first 2 million men ex- 
amined for military service, more were rejected for dental causes 
than for any other reason. More than 40 per cent of the acceptable 
young draftees required immediate dental treatment for the relief 
of pain. Some 5 per cent had no teeth at all and had to be provided 
with dentures before proceeding with their military training. 

The American taxpayer is paying for this dental neglect, and the 
cost of this service to the taxpayer was, and still continues to be, 
staggering, thus making one wonder why there is not more attention 
paid to prevention of dental caries. Dr. James Shaw, of the Harvard 
School of Dental Medicine, has recently reported that of the total 
medical costs in the United States, the dental portion is over 114 
billion dollars. This medical cost figure includes not only dental and 
medical care in private practitioners’ offices, but hospital services, 
health insurance, drugs, and so forth. The figure for dental care is 
14 per cent of the total medical dollar, and on a dollar basis is larger 
than for the combined care of patients having tuberculosis and heart 


diseases. 
POPULATIONS USING FLUORIDATED WATERS 


Such findings make one ask if there is any hope in the foreseeable 
future for even lessening the incidence of this disease. Dental edu- 
cators and dental scientists feel more optimistic today than ever be- 
fore, strange as this may appear in light of such evidence as cited 
previously. Their enthusiasm is based mainly on two developments: 
first, the increased interest in preventive dentistry, not only by the 
dentist, but by his patients also; and second, the increased number 
of communities fortifying their communal water supplies with fluo- 
rides. As an example of the latter point, in September, 1952, a sum- 
mary of the present status of communal fluoridation showed that 
approximately 140 communities were adding fluoride to their com- 
munity water supplies. Today, of the approximately 118 million 
people in the United States provided water by community water 
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supplies, 40.3 million (or about one in every three persons) in 3,534 
different communities are drinking water containing the minimum 
or higher amounts of fluorides as recommended for obtaining opti- 
mal resistance to dental caries from this procedure. Of these 40.3 
million persons, 35.2 million in 1,778 communities are supplied 
drinking water in which the fluoride is added to a fluoride-deficient 
water supply, and 7 million persons in 1,903 communities use drink- 
ing water naturally containing 0.7 ppm (parts per million) or more 
of fluorides. Since 1950, the number of persons using water fortified 
with optimal amounts of fluorides has increased by 32 million. The 
United States is not alone in its use and recommendation of fluo- 
ridated water, since Australia, Brazil, Canada, Chile, Colombia, 
Costa Rica, Egypt, England, Germany, Guatemala, Japan, The 
Netherlands, New Zealand, Panama, Panama Canal Zone, Peru, The 
Philippines, Scotland, and Sweden also participate actively in such 


programs. 
OPPOSITION TO COMMUNAL FLUORIDATION 


There are very few medical advances ever accepted without 
years of objections by certain people and organized groups. Many 


communities still do not chlorinate their community water supplies. 
Certain people object soundly today to the use of vaccines for the 
prevention of smallpox, and the effectiveness of the antipoliomyelitis 
campaign is being hampered seriously in many areas of the United 
States by apathy against the Salk vaccine. Certainly, opposition to 
communal fluoridation as a public health measure is not new in the 
annals of medical history. During the years 1945 through 1957, a 
total of 94 communities discontinued adding fluorides to their water, 
and of these, only 13 have re-instated this practice. Today, in 82 per 
cent of the present cities fluoridating their water, the governing 
body of the community authorized adoption of the measure. In 5 
per cent, authority to fluoridate was obtained by referendums, and 
in 4 per cent the utilities commission authorized the measure. Thus, 
it appears that real progress is being made in bringing the benefit of 
communal fluoridation to more people each year even though there 
is some organized opposition to it. Communal fluoridation stands 
today as the only hope for ever closing the gap between the adverse 
effect and the enormous cost of correcting dental caries. 
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EFFECTIVE AT Low Cost 


By every available set of standards, communal fluoridation has 
proved to be effective in not only reducing the incidence of the dis- 
ease, but also in reducing permanently its severity. Good evidence is 
available today to show that if a child resides, for the first 8 years 
of his life, in an area where there is the optimal amount of fluoride 
in the water supply, he will have significantly less caries as an adult 
than comparable children who reach the same adult age without 
having used fluoride-containing water. 

One of the greatest benefits of communal fluoridation rests in its 
mass application and low cost. True, only children under 8 years 
of age can derive the optimal benefit from it, but it should be re- 
membered that while only this small group needs the water, the 
effect produced carries over throughout their adulthood. Eventually, 
in a community fortifying its water with fluorides at the present 
time, the entire population will receive optimal benefits as soon as 
the communities’ children grow into adulthood. Such communities 
are investing today in future reductions of dental caries. On a per 
capita basis the cost per person of fluoridation is about %p» the cost 
of the most simple amalgam restoration. One would be hard-pressed 
to find a measure more effective for the masses and which has such 
ease of application, at such a,low cost per person, and which pro- 
duces such complete assurance of reducing tooth decay in our future 
citizens than drinking fluoridated water today. 


REASSURING FACTs CONCERNING LACK OF TOXICITY 


Notwithstanding’ these facts, many conscientious people still ob- 
ject to drinking fluoridated water. Are there any recent facts which 
may reassure such people in regard to the professed lack of toxicity 
of this effective preventive dentistry measure? In a recent book, 
Fluorine and Dental Health (Indiana University Press, 1959, Bloom- 
ington, Indiana), Drs. Frank A. Smith and Harold C. Hodge, of the 
University of Rochester, summarize the present status of fluoride 
toxicity as it pertains to the consumption of fluoridated water. Their 
findings overwhelmingly suggest the lack of toxicity of fluorides as 
used in fortifying water supplies. In particular, they have demon- 
strated that no skeletal deformities develop with fluoride intakes of 
three times the amount used in communal fluoridation, even when 
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such waters are consumed for long periods of time. Similar evidence 
is presented for the absence of deleterious effects on the thyroid 
gland, the kidney, the blood, and the blood-forming systems. No re- 
lationship between fluoride intake and arthritis has been found. 
These findings should provide real assurance for those conscientious 
persons who feel that the daily use of fluoride waters is associated 
with cumulative poisoning. 

Much evidence shows that fluorides continue to accumulate in the 
skeleton throughout life if a person resides in a fluoride area. How- 
ever, the important point to remember is that this skeletal accumu- 
lation is at a very slow rate and that it never proceeds to the point 
of causing any damage. When fluoride is ingested it combines with 
definite components of the skeleton to form a complex chemical sub- 
stance in the bone called fluorapatite. There is no evidence whatso- 
ever to indicate that fluorapatite has any harmful effect on the bone 
itself, or on the individual. If complete substitution of fluoride for 
the component of the bone that is capable of exchanging with fluo- 
ride occurs, the bone would theoretically contain about 3.5 per cent 
fluoride. In animal studies, the skeleton has been found to contain 
as much as 2.4 per cent fluoride with no abnormal physiological 
effects resulting. It has been accurately shown that at the age of 70 
years a person who consumes fluoridated water at a level of 1 ppm 
all his life would have about a 10 per cent conversion to the possible 
3.5 per cent theoretical value. 

One of the more frequently heard arguments against communal 
fluoridation is that the addition of fluoride to a community water 
supply is “artificial” and differs both in effectiveness and toxicity 
from “natural” occurrences of fluoride in the water. Dr. Martin 
Wagner, of Baylor University, has made an extremely careful in- 
vestigation of this subject and concludes that the results of dental 
caries studies in widely separated areas throughout the United States 
show clearly that within broad limits no differences are seen in the 
ability of fluorides to inhibit caries or be retained in the body, re- 
gardless of whether they are derived from either source. 

Drs. Albert Russell and Carl White, of the National Institutes of 
Health, have studied the allegations of a relationship between fluo- 
rides and periodontal diseases. It is quite clear from their evidence 
that none of the findings from field studies with humans is consist- 
ent with the hypothesis that periodontal diseases are increased by 
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drinking fluoridated water. Three of the populations cited in their 
studies—Colorado Springs with 2.5 ppm, Santa Fe with 3.3 ppm, 
and Bartlett, Texas, with 8.0 ppm—were served by domestic waters 
with fluorides appreciably in excess of the recommended level of 1 
ppm. These fluoride waters had been consumed for periods up to 
44 years, and any adverse effect upon the oral tissues should have 
been revealed by one or all of these studies. The only conclusion 
consistent with the data is that use of a domestic water containing 
fluorides has no effect, for better or for worse, upon the health of 
the gingival tissues. 

Professor Edward Largent, of the College of Medicine at the Ohio 
State University, reported on his investigations pertaining to the 
retention and excretion of fluoride in the body. As a result of his 
extensive human investigations he has concluded that the body will 
eliminate up to 95 per cent of the fluoride ingested from using water 
fluoridated at a level from 0.1 to 8.0 ppm. 

Dr. Thomas Hagen, of the United States Public Health Service, 
has studied the available evidence concerning the effects of fluori- 
dation on general health as reflected in mortality data. An examina- 
tion of mortality in fluoride and non-fluoride communities in IIli- 
nois, a comparison of mortality in 32 paired cities, half of which were 
in a fluoride area and half in a non-fluoride area, and an analysis of 
mortality before and after the introduction of a controlled water 
fluoridation program, did not reveal any relationship between mor- 
tality experience and the presence of fluorides in the drinking water. 
These data do not validate the claims so frequently expressed by 
those opposed to fluoridation on health grounds suggesting that mor- 
tality is influenced by the ingestion of water containing fluorides, 
whether occurring naturally or added mechanically. On the contrary, 
the non-existence of a health hazard as demonstrated indirectly by 
an examination of all existing mortality data in such areas provides 
another link in the chain of evidence supporting the safety of water 
fluoridation. 

I have considered the general question of whether or not fluoride 
is an essential dietary element. I suggest that fluoride, as of today, 
can be classified as an “‘essential’’ element on the grounds that it 
significantly promotes the development of teeth more resistant to 
dental caries than would develop in the absence of the element. 
Fluoride should eventually take its place as an essential element in 
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this regard along with such elements as sodium, potassium, chlorine, 
and perhaps the trace elements—copper, cobalt, and zinc—that are 
essential to specific functional physiological entities within the body. 


JUDICIAL OPINION 


Mr. Bernard Conway, a leading legal authority in the United 
States, has shown that the courts of ten states have held that the fluo- 
ridation of public water supplies does not infringe upon the constitu- 
tional or legal rights of the individual. Under appropriate state- 
enabling authority it is, in fact, a proper exercise of the charter 
powers of local communities. Such decisions were rendered by the 
Courts of Last Resort in California, Louisiana, Ohio, Oklahoma, 
Oregon, Washington, and Wisconsin, and by Trial Courts in Mary- 
land, Pennsylvania, and North Dakota. These decisions are strength- 
ened by the fact that the Supreme Court of the United States has 
refused to review four of those decisions for the stated reason that 
no substantial federal constitutional question was involved. 

In marked contrast to the number of favorable court decisions is 
the fact that only one court in this country has ever rendered an 
opinion adverse to fluoridation. In that one instance, a Trial Court 
in Louisiana rendered an adverse opinion which was reversed 
promptly by the Supreme Court of Louisiana, an action which the 
United States Supreme Court failed to review. 

This unanimity of judicial opinion—an unusual fact in itself— 
gives the strongest support to the proposition that fluoridation satis- 
fies every legal and constitutional criterion. The opponents of fluo- 
ridation have alleged that the procedure violates constitutional rights 
such as religious freedom and other fundamental liberties. These 
opponents have argued that fluoridation represents the unlicensed 
practice of medicine, dentistry, and pharmacy; that a community 
has no legal authority to adopt fluoridation procedures; that fluori- 
dation is ‘‘mass medication” and a “‘poison’’; that no reasonable rela- 
tionship exists between fluoridation and the public health; and that 
the prevention of dental caries is not a proper object of community 
governmental efforts. Every conceivable legal and constitutional ob- 
jection to fluoridation has been argued unsuccessfully in the ten 
cases that have been litigated on this subject. Thus, this evidence as 
well as much additional evidence, taken collectively, would seem to 
provide overwhelming support of the safety of communal fluorida- 
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tion. The contents of the book, Fluorine and Dental Health, provide 
reassuring evidence from the nation’s outstanding scientists that 
fluoridation is a safe and reliable means of reducing the incidence 
of dental caries. 


OTHER METHODS OF USING FLUORIDES 


One of the frequently expressed objections to community water 
fluoridation programs is the assertion that other equally effective 
means are available for providing dental benefits of fluorides to large 
numbers of people. Fluorides can be, and are, used in many ways to 
prevent, or decrease, the severity of dental caries. For convenience, 
these methods may be divided into two general groups as follows: (1) 
methods for providing dietary fluorides, and (2) methods for apply- 
ing fluoride solutions directly to the crowns of erupted teeth. 

Optimum dietary fluoride for the infant and child during the pe- 
riod of tooth development leads to the formation of caries-resistant 
teeth. This resistance is permanent, at least in the case of persons 
who continue to use the fluoride-bearing drinking water. Careful 
consideration has been given to various methods of providing this 
optimum fluoride intake for prevention of dental caries. A commit- 
tee of the Food and Nutrition Board of the National Research Coun- 
cil came to the following conclusions: “On the basis of . . . observa- 
tions in fluoridated communities, the most reliable vehicle for sup- 
plementing the fluoride intake is water. . . . The adjustment of the 
fluoride content of drinking water to 1 ppm fluoride is in principle 
and in practice the soundest and most effective approach to caries 
prevention on a large scale known today.” It should be noted also 
that water is the natural or normal source of dietary fluorides. Many 
community water supplies already contain fluoride at varying levels. 
To adjust these individual water supplies to the optimum level of 
fluoride is very simple. To provide dietary fluoride by any other 
food would not only be inherently difficult, or impossible, but it 
would be further complicated by the necessity of adjusting the fluo- 
ride-bearing food in accordance with the amount of fluoride already 
in the drinking water. 

A community fluoridation program has been described as “a clas- 
sic example of a public health procedure since it serves the entire 
population, requires no conscious and sustained effort on the part 
of the individuals within the community and automatically restricts 
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individual consumption of the fluoride supplement to levels which 
have been shown to be safe.”” The administration of fluoride supple- 
ments through a prescription by a physician or dentist or through 
home fluoridators is potentially useful for children living in rural 
areas. However, neither of these methods can substitute for com- 
munal fluoridation, since in all instances they require a highly moti- 
vated personality to produce effectively the desired results. Antiquity 
has clearly shown that when dental health matters are left to indi- 
vidual initiatives they will not be accomplished. Thus, communal 
fluoridation provides for the masses a cheap, practical, proven, and 
safe method of reducing dental caries for today’s children and to- 
morrow’s adults. 

Today, the use of topical fluoride application is increasing rapidly, 
and may quite possibly gain importance as a result of the newer 
methods presently under clinical investigation. The pioneer studies 
of Volker, Bibby, Knutson, and Armstrong demonstrated clearly that 
a series of four applications of a 2 per cent solution of sodium fluo- 
ride every three years would reduce the amount of new caries in 
children up to 15 years of age by 25-40 per cent. Unfortunately, this 
technic is limited only to children, since the clinical studies con- 
ducted on adults produced no reduction in dental caries. Also, the 
use of the topical application of sodium fluoride showed no added 
benefit when. used in children whose teeth developed in an optimal 
fluoride area. Notwithstanding these limitations, the clinical use of 
topical sodium fluoride not only has helped to limit the activity of 
caries in children, but also it has made many dentists, and literally 
millions of children and parents, cognizant of the fact that the inci- 
dence of dental caries can be reduced significantly. 

In order to extend the excellent studies of these pioneer dental 
scientists, several universities began working to find new compounds 
which would be not only more effective than sodium fluoride, but 
also less restricted to the limitations mentioned previously. One such 
fluoride which has received extensive laboratory and clinical investi- 
gation is stannous fluoride. Recent clinical tests using this compound 
have shown that it is somewhat more effective than sodium fluoride; 
that it is of some benefit to adults; and that it can be used with added 
benefit in areas where the children’s teeth have developed in the 
presence of optimal fluoride. Of greater importance is the fact that 
this fluoride can be used with only a single application instead of the 
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four applications required with sodium fluoride. As a result, the use 
of topical application has increased greatly. Reliable figures show 
that about 20,000 dentists in the United States, and about 2,000 den- 
tists in Canada, are regular users of this technic. Much more re- 
search needs to be performed on the use of stannous fluoride before 
its absolute degree of effectiveness and its potential utility are 
known, but present evidence does suggest that it is an important 
anti-caries fighter. The greatest single disadvantage to topical appli- 
cation is the fact that it must be performed in the dental office, or 
dental clinic, by the dentist or dental hygienist, thus limiting greatly 
the number of persons that can be treated by this method. 

The interest in fluoride tablets has also increased greatly during 
the past year. This method of using fluoride was designed for use 
primarily by those people who could not receive the established 
benefits of communal fluoridation. No clinical studies in the United 
States are available regarding its effectiveness. Until such studies are 
performed and independently corroborated, this method must be 
considered experimental. Also, one must be cautious in interpreting 
the results obtained from using communal fluoridated water when 
compared to fluoride tablets since the two methods are so drastically 
different, even though it is quite possible to ingest the same total 
amount of fluoride each day from the two sources. For example, if 
a child consumed one quart of drinking water fluoridated to a level 
of 1 ppm, he would receive approximately 1.0 mg of fluoride. Most 
fluoride tablets which are available are designed to provide 1.0 mg 
of fluoride per day. However, the fluoride tablet is usually ingested 
at one time and as a result is rapidly eliminated from the blood, thus 
providing only minimal periods of time for protection to the de- 
veloping teeth. The consumption of fluoride from a fluoridated 
water system provides fluoride to the body during various periods 
of the day, and in addition, the use of such water increases the fluo- 
ride content of foods cooked in it. Both animal and human studies 
have shown that the fluoride tablet taken once a day does not dupli- 
cate the blood picture of a person drinking fluoridated water. 

One means of overcoming this is to dissolve the fluoride tablet in 
a quart of water and permit the child to drink only this water. For 
infants, this, of course, is a better method than ingesting the tablet, 
but, in addition, the parent must also prepare the food from such 
water. The use of tablets or other prescription forms of dietary fluo- 
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rides requires strong motivation of both parents and children and 
must be practiced daily without exception, from birth through 8 
years, for maximum benefit. Since few parents and children are 
motivated so strongly, this method is not considered a satisfactory 
substitute for either the consumption of communal fluoridated water 
or topical fluoridation. 

Home fluoridators are in use in certain parts of the United States, 
but at present no clinical evidence is available to ascertain their 
effectiveness. It must be remembered also that the child drinks water 
at school and other places away from home. 

Eating different foods, specifically chosen to provide high amounts 
of fluorides, is of such minor importance at the present time that no 
real anti-caries benefits can be demonstrated. The use of such foods 
(sea foods, bone meal preparations, tea, etc.) is of importance in 
evaluating the over-all total dietary ingestion of fluoride by a par- 
ticular person, however, and must be evaluated when the use of 
fluoride tablets is being considered. 

Interest in the use of fluoride dentifrices is increasing. Recent 
clinical studies using a special dentifrice formulation containing 
stannous fluoride have shown promise. This method of topical fluo- 
ride application is of real interest as a means of bringing the bene- 
fits of fluoride to more people. The greatest disadvantage of the 
method, of course, is the fact that too few people routinely use a 
dentifrice; even those who do, frequently do not spend sufficient 
time to clean their teeth properly. It is of particular interest, how- 
ever, in discussing the use of a dentifrice to mention that the use of 
a stannous fluoride dentifrice prolongs the effectiveness of topical 
stannous fluoride treatments. Such an idea is of real interest to pre- 
ventive dentistry since it suggests that probably more than one tech- 
nic may be required to produce highly significant anti-caries results 
from the use of fluorides. 

In all of the different methods for using fluorides, in addition to 
communal fluoridation, one is impressed immediately with the fact 
that in order to produce a significant and lasting reduction in dental 
caries a person must be motivated highly and must continue using 
the technic probably throughout life. The greatest single advantage 
of communal water fluoridation, besides its very low cost per person, 
lies in the fact that it is so easy to receive the anti-caries benefits. 
While the maximum benefits are obtained when a child resides in 
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an optimal fluoride area from birth through 8 years, there is evi- 
dence to suggest that even children 8 years and older do receive 
some reduction in caries if they move into a fluoride area. At present, 
the exact figure for this is not known, but good evidence does prom- 
ise hope for even those children who were not born in a fluoride 


area. 


RESOLUTION 


Adopted by the Board of Regents 
American College of Dentists 


Wuereas, The fluoridation of water supplies con- 
stitutes a valuable health measure; and 

Wuereas, The effectiveness of fluoridation in pre- 
venting a major proportion of dental caries has been 
scientifically proven; and 

WHEREAS, Scientific evidence has established that 
no systemic ill-effects occur when fluorides are utilized 
in proven amounts; therefore be it 

Resolved, That the American College of Dentists 
fully endorses the fluoridation of communal water 
supplies. 





Attitudes of Dental Students Toward 
Specialization and Research 


ENRICO L. QUARANTELLI, Ph.D. 





The author is a graduate of the University of Chicago having 
recewed his Ph.D. in 1959. He is at present an assistant professor 
in the Department of Sociology and Anthropology at the Ohio 
State University, after having been on the faculties of Indiana 
University, and Harpur College of the State University of New 
York. Dr. Quarantelli has also worked as a research sociologist 
for the National Opinion Research Center at the University of 
Chicago, and for the Disaster Research Group of the National 
Research Council in Washington, D. C. One of his major inter- 
ests is in the sociology of occupations and professions. The re- 
sults reported here were obtained in connection with the re- 
search done for his Ph.D. dissertation. 





Dentistry today is undergoing major changes. Particularly notice- 
able is the increased trend toward specialization and the mounting 
interest in dental research. The future of these tendencies, however, 
depends partly on how they are accepted by new recruits into the 
profession. If dental students are inclined favorably, one might ex- 
pect a continuation and acceleration of such tendencies. But if 
attitudes are negative, the expectation would be a resistance to the 
trend toward specializing and a lack of re-inforcement of the interest 
in dental research. To be sure, there are other factors operative in 
addition to the attitudes of new dentists, but their attitudes are 
among the elements that will influence the eventual outcome. 

Recently the author conducted a sociological study of dental stu- 
dents. The objective was to obtain a picture of the past, present, 
and future aspects of the career-line as the student himself perceived 
them. In the course of this study, therefore, information was ob- 
tained regarding the attitudes of dental students toward specializa- 
tion and research. 

Personal interviews were obtained individually with 160 respond- 


101 








102 JOURNAL OF THE AMERICAN COLLEGE OF DENTISTS 


ents drawn in a Statistical random manner from students at a private 
and at a state school. More data were obtained from other interviews 
with an additional 42 students who were not part of the random 
sample, and also from extensive participant-observations of the stu- 
dents in their school (including clinic) situations and in their living 
quarters. All these data were subjected to both a qualitative and 
quantitative analysis. Some of the findings have already been re- 
ported elsewhere.*~* 


ATTITUDES TOWARD SPECIALIZATION 


What is the attitude of dental students toward specialization? This 
must be seen along three dimensions: there are differences in knowl- 
edge, intent, and apparent desirability of specialization among the 
students. 

While there are exceptions, especially in the case of students with 
familial dental backgrounds and those who have had special work 
performed on themselves, most entering students have little knowl- 
edge of specialization. In this they resemble entering medical stu- 
dents.* In more than rare instances, there are beginning dental stu- 
dents who have no knowledge at al! that there are specialties in 
dentistry. As one senior respondent noted: ““You know that it wasn’t 
until I got here that I realized all dentists didn’t do the same kind 
of work. Of course when I got to school I knew nothing about dentis- 
try. I knew nothing about the teeth in the mouth. I couldn’t even 
name them. In fact, I didn’t know they had names. So it was news 
to me when I found out there were specialties, and specialty boards, 
and you could limit your work to only one small phase of dentistry.” 

Even those entering students who do know about dental special- 
ties have very limited knowledge about them. Less than a third of 
the freshman respondents indicated familiarity with even the names 
of the specialties. As one of them said: “If I did specialize, it would 
be in oral surgery. I wouldn’t think that to be a, oh, what do you 
call him?—one who straightens teeth, would be very interesting.” 

Orthodontia was by far the best known. Other than oral surgery 
mentioned by several freshmen, not a single other specialty was 
acknowledged either by name or by indirection. There is no sur- 
prise in this. The recency of specialization in dentistry would hardly 
have permitted the impact of the trend to reach down to entering 





ATTITUDES TOWARD SPECIALIZATION AND RESEARCH 103 


students. Certainly it is more than doubtful whether the average 
American adult is aware of the existence of dental specialties in the 
same way he is of medical specialties. 

As students proceed through school, their knowledge about the 
existence and nature of specialties increases. This knowledge is ob- 
tained rapidly rather than gradually. Sophomore students, although 
not having as deep a knowledge as upper classmen, exhibit a defi- 
nite familiarity with the range and possibilities in the different 
specialties. 

Naturally, an increased desire to specialize can only follow an 
increase in knowledge. This is what does occur. Prior to their en- 
trance into dental school, only 12 per cent of the respondents had 
at any time thought favorably of specializing. (Interestingly, a sim- 
ilar low percentage has been reported for entering medical stu- 
dents.®) Yet 44 per cent of the respondents advanced reasons why 
they thought it would be desirable to become a specialist. From 
this it is clear, that in comparison with the near 88 per cent of the 
respondents who entered dental school with no favorable attitude 
toward specializing, a substantial number acquired such an attitude 
while in school. 

However, it is also obvious that there is a discrepancy between 
the apparent desirability of specializing and an actual intent to do 
so. Only 16 per cent of the respondents definitely intended to spe- 
cialize. (This figure contrasts with that found among medical stu- 
dents where over one in two intended to specialize.*) Another 36 per 
cent were as yet uncertain at the time of the study whether they 
were going to attempt to specialize or not. The rest, or 49 per cent, 
had definitely decided not to. These figures show that there is a 
very large gap between the number of students with a preference for 
specializing and the number of students with firm plans to imple- 
ment such a preference. 

Contrary to what might be supposed, students with a dental fam- 
ily background, or a dentist father, or who started in a college pre- 
medical program, were no more likely than other students to intend 
to specialize. Sons of physicians did show a slight tendency to be 
more interested in a dental specialty than other students. However, 
the low frequencies involved warranted no definite conclusion. A 
slight tendency toward specialization also existed among respondents 
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who considered dentistry only as contrasted with other career-choice 
patterns; these differences were not significant. Actually, none of 
the factors mentioned in this paragraph seemed important in either 
attracting or repelling students to or from specializing. 

Much of the pressure against commitment to specialization by 
those interested in it, stemmed from the additional schooling re- 
quired. This is the major reason cited by 62 per cent of the respond- 
ents who gave reasons against specializing.* However, while the time 
factor in itself is occasionally seen as important, in most instances 
the additional time required assumed negative implications because 
of the social consequences entailed. This is illustrated in the com- 
ment of a respondent who said: “I’ve thought about orthodontia. 
I would specialize in that but with wife and child I don’t, wouldn't 
want to subject them to two more years like this. But it’s what I 
really would like. Then, too, my wife jokingly, I think, has given me 
an ultimatum. If I don’t leave in a year, she'll leave me!” 

It is said that medical students become more interested in special- 
izing as they progressively become aware of the limitations of their 
knowledge and training during the course of medical school.* Dental 
students, on the whole, also become aware of a similar limitation, 
but there is only slight evidence that this is a factor in the increased 
interest and intent in specializing. Few of the verbalized motives for 
attention to specialization lend themselves to such an interpretation. 

These motives can be classified into three major categories. Nearly 
two-thirds of 64 per cent of the respondents who gave reasons for 
specializing cited some aspect of the specialty work itself. Somewhat 
less than half, or 44 per cent, noted the additional financial rewards. 
One in ten observed that a dental specialty is closer to medicine than 
general dentistry. 

A few dental students would like to specialize because they feel 
a specialty would give them more of a medical status. Without ex- 
ception, every one of the respondents who felt this way had seriously 
considered medicine as a possible career. The desire for specializa- 
tion in their case can be interpreted as a displacement of their orig- 
inal aspiration which was frustrated. One such respondent explic- 
itly made this point: “Well, because as a young kid I always wanted 
to be a surgeon, a doctor. And oral surgery is that.” Others of these 
respondents also indicated by their comments that the higher status 
accorded the dental specialist was important in their desire. Again 
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to quote: “It’s more like a doctor when you specialize. At least most 
people seem to think so.” 

Many more students are attracted to specializing because of the 
larger financial rewards. In many instances respondents were quite 
frank about it. In response to a question, one student who was going 
into oral surgery noted: “I could give you a lot of reasons, but the 
main one is from an economic viewpoint. You get double or triple 
the income of a general dentist. I would lie if I did not say I liked 
the idea of all the extra money involved.” 

However, in some instances at least, the financial rewards accru- 
ing from specializing are seen as not unrelated to the type of patients 
one obtains as a specialist. People who undergo specialized treatment 
are perceived as people who care and are interested, and therefore 
more likely to appreciate the work of the dentist. Such appreciation 
in itself is valued and serves as a motive drawing students into the 
specialties. As one respondent interested in orthodontia observed: 
“That's one phase of dentistry where no one’s hurt. There’s no pain 
and it’s also one part of dentistry that people appreciate. You take 
a girl coming in and after you work on her, you can have her com- 
ing out looking like Ava Gardner. Everyone loves you for work like 
that. They think you are just about the greatest. They don’t dread 
coming to you.” 

Nearly two out of every three students interested in specializing 
were attracted by certain features of the specialty work itself. Some- 
time it is the variety that the work offers compared with the sup- 
posed routine of general dentistry. At other times the attraction was 
seen as the greater challenge the specialty work offered. Thus, the 
observations of one respondent: “I don’t see general dentistry as 
much of a test of your abilities. It’s just like operating a punch 
press.”” At still other times the end product of the specialty work 
was seen as the attractive force. Paraphrasing the words of several 
respondents about orthodontia: “In something like that the direct 
results of what you’ve done are there right before you, not hidden 
like in a lot of other dental work.” 


ATTITUDES TOWARD RESEARCH 


Few students are impressed by, or at least attracted to, dental re- 
search or teaching (the latter might be seen as a way of doing the 
former). Only 1.2 per cent, or but two respondents in the total 
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sample had any serious aspirations toward being a dental school 
teacher. Even less attractive is dental research. Only 0.6 per cent, or 
one respondent in the study, had a definite intent to becoming a 
dental researcher. 

Although some students grasp the importance and are intrigued 
by the place of research in dentistry, practically none visualize them- 
selves as undertaking it. Thus, although 8 per cent of all respondents 
said they are stimulated by the challenging research possibilities 
they see in dentistry, very few had even given passing thought to a 
dental research career. Certainly there is little evidence that students 
in dental school are motivated toward aspirations for positions of 
research or teaching. However, this is not unique to professional 
dental students. A study of medical students has reported that only 
about 6 per cent of them had any expectation of devoting most of 
their time to teaching or research.® 

Another way in which the negative attitude of students toward 
dental research manifests itself is in the expressed evaluation of the 
science teachers. Nearly 75 per cent of the respondents did not feel 
that these men were good teachers. The most frequently mentioned 
reason for this, by 52 per cent of our sample, was that the men who 
taught the science courses were only interested in research. While 
the appellation “research man” was not always used in a derogatory 
sense, it was almost always used as being in opposition to the term 
“teacher.” 

The reason for this is fairly clear. Students enter school with the 
expectation that much is known, and _ that this knowledge will be 
transmitted to them. When presented with many unsolved prob- 
lems, or if questions are raised about assumptions, they are dis- 
turbed. This is not what they expect and seek. Accordingly, they 
not only react negatively to research as such, but also to the men 
that they perceive as playing the role of a research worker. It is no 
surprise therefore that so few students become interested in dental 
research. 

NEEDED DECISIONS BY THE DENTAL PROFESSION 


The attitudes of students have been depicted. Whether such at- 
titudes are “good” or “bad” for dentistry is not for a sociologist to 
answer. This must be done by dental educators and other dentists 
interested in the evolution of their profession. It is up to them also 
to decide what, if any, changes should be made to bring about differ- 
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ent attitudes if these are thought desirable. A sociologist might be 
able to analyze the consequences of a proposed change, but the de- 
cision for or against change is outside the realm of his competence 
and solely the jurisdiction of dentists themselves. 


1775 S. College Road 
Ohio State University 
Columbus 10, Ohio 
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Functions of an Organized Dental 
Service in Hospitals 


S. W. FRIEDMAN, D.D.S., F.A.P.H.A.* 


Dental service in hospitals varies from emergency extractions to 
extensive maxillo-facial surgery and prosthetic restoration of jaw 
segments. The total or partial absence of a dental department in a 
hospital may be explained by the possible lack of awareness and un- 
derstanding on the part of Boards of Trustees, of the vital necessity 
of such a service to the community which the hospital serves. Or it 
may be indifference to the community’s need for dental services, and 
lack of knowledge that a dental service is as important as any of the 
specialty medical or surgical hospital services. 

In a recent survey of dental facilities in the City of Philadelphia 
out of 32 hospitals reporting, 30 maintained a minor dental surgery 
service; 26 provided an X-ray service; 8 performed operative den- 
tistry; and 3 prosthetic dentistry. Twenty-four out of the 32 main- 
tained out-patient clinics of various activities, and only 11 con- 
ducted intern and resident training programs. A total of 60 question- 
naires were sent, indicating that the remaining 28 which did not 
reply probably were without any type of dental service whatsoever, 
or maintained very minimal facilities for dental care. 

The comprehensiveness of dental service in hospitals seems to de- 
pend somewhat on the size of the hospital and the community which 
it serves. Generally speaking, the functions of a well organized den- 
tal department in a medical center or general hospital are: 


. The care of in-patients. 

. The care of out-patients. 

. Consulting service to the other clinical departments of the hospital. 

. Training of dental interns and dental residents. 

. Postgraduate refresher courses for graduate dentists in the community. 
. Dental research. 


IN-PATIENT SERVICE 


A well organized dental department in a general hospital should 
be capable of extending complete service to the in-patient on the 


* Administrator, Northern Division, Albert Einstein Medical Center, Philadelphia. 
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same professional level with the medical and surgical departments 
of the staff. Such service should encompass the treatment of all den- 
tal disorders, and not only those which contribute to systemic dis- 
ease. It should be sufficiently comprehensive to provide major dental 
surgery involving removal of growths, treatment of maxillary and 
mandibular fractures, and correction of congenital deformities such 
as cleft palates and other surgical procedures in the oral cavity. 

The scope of dental services in long-term or so called chronic dis- 
ease hospitals, psychiatric hospitals, tuberculosis sanatoria, and simi- 
lar long-term institutions may be more extensive than in the acute 
general hospital because of the opportunities provided by the pro- 
longed length of stay of the patient. However, dental service in such 
institutions also varies greatly. Some provide it in most of the dental 
specialties, while others extend their activities to a fuller degree. In 
addition to the basic care of the teeth and their supporting struc- 
tures, these hospitals: 


1. Perform maxillo-facial surgery of the head and neck for the eradication 
of extensive malignancies of the jaws and surrounding soft tissues; 

2. Fabricate prosthetic appliances such as obturators; guide planes to orient 
mandibular segments following partial mandibulectomy; mandibular 
implants of plastic or Vitallium; somato-prosthetic devices such as artificial 
eyes, ears, noses; plastic templates to guide the fabrication of bone grafts; 
stabilizing splints to maintain bone grafts; and moulages and intra-oral 
molds to help formulate therapeutic radium inserts. 


Out-PATIENT SERVICE 


Out-patient dental clinics in general hospitals should provide such 
services as: 


1. Oral diagnosis for the detection of oral pathology. 
2. Operative dentistry for the restoration of tooth surfaces. 
3. Minor oral surgery such as extractions, removal of cysts, and other pro- 
cedures which do not require hospitalization. 
. Prosthetic dentistry, to include fixed bridge work, partial, and complete 


dentures. 
. Orthodontia, endodontia, periodontia, and other sub-specialty dental 


services. 
CONSULTING SERVICE 


No dental department is complete without a well organized con- 
sulting service. A dental department should be geared for ready 
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consultation to all of the medical and surgical departments of the 
hospital. The chief of dental service should have his attending staff 
and house staff so organized to meet the dental needs of all in-pa- 
tients without exception. 


INSURANCE PROGRAMS 


At this point we must comment on the subject of pre-payment 
dental insurance plans since they will most assuredly affect the wel- 
fare of the public, the dentist, and the services of the hospital. 

As reported in the Wall Street Journal recently, dental insurance 
plans became available about five years ago. Today there are be- 
tween 500,000 and 600,000 patients covered by various forms of pre- 
paid insurance of this kind. This is not an impressive number when 
compared to the 123 million patients covered by medical insurance. 
However, dental insurance plans have doubled during the past two 
years and there are currently about 200 of them in operation. 

Labor unions in various parts of the country are demanding that 
employers subsidize, in whole or in part, the cost of the dental insur- 
ance to their employees, and some of them have succeeded. Other 
unions which have failed at the bargaining table have set up their 
own dental clinics with their own dental staffs. 

Commercial insurance companies are probing the possibility of 
writing insurance for dental care, and if their current experimental 
programs are successful (i.e., if they show a profit), they will prob- 
ably expand their efforts to include large segments of the population 
by offering comprehensive dental care coverage within the means 
of the average consumer. 

State dental societies concerned with the possibility that unions 
and insurance companies might seriously affect the patient-dentist 
relationship are setting up their own insurance plans. Dental so- 
cieties in several states on the West Coast as well as in some states 
along the Eastern Seaboard are attempting to set up insurance-type 
plans. 

The United States Public Health Service reports that only one- 
third of the population take advantage of the services rendered by 
our 88,000 practicing dentists. Those of us who were in the military 
service during the last World War will recall vividly the extent of 
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dental neglect existing in our population. The gap which has to be 
bridged is quite formidable. 

Assuming that more pre-paid dental insurance coverage will be 
provided in the future to larger segments of the population, the role 
of the hospital for dental in-patient care will grow in significance. 
With it will develop many problems relating to insurance benefits 
for hospitalized dental patients and the control of abuses of unneces- 
sary hospitalization. In Philadelphia, the Associated Hospital Service 
(Blue Cross) provides a one day limit for patients under 12 years of 
age, and a two day limit for all other subscribers hospitalized for 
dental surgery. Blue Cross and/or Blue Shield patients presently 
admitted to the hospital are limited to such surgery which consists 
of cutting procedures for the treatment of diseases and injuries of 
the jaw, such as removal of radicular and dentigerous cysts, alveolec- 
tomies, root resections, or the treatment of fractures and dislocations 
of the jaw, but not including the care of teeth or the extraction of 
teeth unless they are impacted. 

Incidents of improper diagnosis have been noted. Blue Cross and 
Blue Shield withhold approval until the operative sheet of each 
dental admission has been examined, before determining the avail- 
ability of benefits. 


INTERN TRAINING PROGRAM 


To resume our review of dental department activities, one of the 
most rewarding functions of a hospital is to train young physicians 
and dentists. The training of medical interns and residents has be- 
come a well established and accepted hospital responsibility. The 
young graduate from the dental school, however, has not always 
availed himself of the opportunities to improve his knowledge and 
develop his skills by accepting a dental internship or residency. It is 
true that most hospitals do not qualify for such training, and that 
relatively few hospitals maintain approved training programs for 
dental internships and residencies. However, there is a sufficient 
number of approved programs for the present demand, and if a 
greater number of graduating young dentists would apply for further 
training, more hospitals would furnish programs to meet the need. 

At the Einstein Medical Center in Philadelphia, the dental in- 
ternship provides a continuation and progression of the training 
begun in the dental school. The dental intern is on a professional 
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level with the medical intern. He makes daily rounds of the wards, 
answers requests for consultations, attends medical and surgical con- 
ferences, and is rotated through the departments of anesthesiology, 
pathology, and radiology. He is responsible for the dental examina- 
tions of all ward patients just as the medical intern is for the history 
and physical examination. 

His assignment to the X-ray service provides him training in the 
diagnosis and therapy of malignant lesions of the oral cavity and 
adjacent tissues. In the department of pathology, he is instructed in 
laboratory procedures applicable to dental pathology with emphasis 
on oral lesions of benign and malignant types. He is trained in the 
elements of serology, chemistry, hematology, bacteriology, clinical 
pathology, and histology. He is required to attend post-mortem 
examinations. 

The anesthesiology department provides him instruction in the 
administration of the open-drop technique in the use of ethyl chlo- 
ride, vinethene, and ether. He is taught the use of sodium pentothal, 
nitrous oxide, cyclopropane, fluothane, and instructed in the tech- 
nique of endotracheal anesthesia. 

His clinical duties involve all of the basic procedures performed 
in the dental clinic, and these include oral surgery, periodontia re- 
storative dentistry, children’s dentistry, etc. He assists in the operat- 
ing rooms for all oral and maxillo-facial surgical procedures. He is 
assigned periodically to the accident ward to assist in the handling 
of traumatic cases, and is encouraged in research problems relating 
to various fields of denal interest. 


RESIDENT T RAINING PROGRAM 


Residency training programs are provided by some hospitals in 
various specialties of dentistry. The most widely sought after resi- 
dency is oral surgery. This residency involves a five year training 
program divided into one year of basic sciences, three years of resi- 
dency training in the hospital, and one year of preceptorship. Obvi- 
ously, this is quite a prolonged, extensive, and expensive training 
period for any dental graduate. It parallels the time required for 
residency training in general surgery, orthopedics, internal medicine, 
obstetrics and gynecology, and other medical and surgical specialties. 

At a recent meeting of the Congress on Medical Education and 
Licensure held in Chicago, there was an expression of serious con- 
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cern among medical educators over the long period of medical train- 
ing and the enormous financial burden of present day medical edu- 
cation. It should be emphasized that this has resulted in a serious 
drift of gifted students away from medicine to other fields, particu- 
larly the technical sciences. In fact, the study of medicine and related 
sciences is losing its appeal at a time when increasing numbers of 
physicians are urgently needed. Since the training period of a dental 
student is similar to that of a medical student, the same concern may 
be expressed regarding the future of dental education. Some method 
of shortening and facilitating the training of physicians and dentists 
is needed. In addition, it will be necessary, sooner or later, to reduce 
the financial burden of medical and dental education by govern- 
mental subsidy, if need be, in order to attract well qualified students 
to the healing professions. 

Shortening of the length of training is particularly applicable to 
residency programs, and many educators are of the opinion that at 
least the year in basic science whether it be for general surgery, urol- 
ogy, orthopedics, or oral surgery might be abbreviated, integrated, or 


even eliminated. 
TRAINING IN ANESTHESIA 


In discussing training programs, it is interesting to recall the use 
of general anesthetics in dental offices 25 to 30 years ago. The den- 
tist purchased a machine, received some instruction from the sales- 
man, and proceeded to administer general anesthesia. When the pa- 
tient turned slightly cyanotic, the dentist would remove the mask and 
attempt to extract the tooth. If the tooth broke, he would more often 
than not inject novocain at the site of the extraction and proceed 
to remove the roots. By this time the patient was half anesthetized 
generally and half anesthetized locally, and from there on, the less 
we recall the better. We provided the cartoonist with excellent sub- 
ject matter for his editor. We also may have been responsible for 
some preventable deaths. 

It is disappointing, in some respects, to find that, after the contri- 
butions made by Morton and Wells, the dental profession has ac- 
complished relatively little toward the advancement of the art and 
science of general anesthesia. The medical profession has adopted 
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and developed the specialty of anesthesiology to a standard of re- 
markable excellence, and it is the hospital anesthesiologist to whom 
we in the dental profession should address ourselves for training in 
general anesthesia. 

In a particular instance, at the request of one of our graduating 
dental interns and with the compliance of the director of anesthesi- 
ology, he was assigned to the two year training program. The first 
six months were spent primarily in observing anesthesia methods and 
reviewing basic sciences as they related to general anesthesia. During 
the second six months he gave anesthesia for relatively minor sur- 
gical procedures under close supervision. During the second year he 
was permitted increased responsibilities and, by the end of his train- 
ing period, the intern was capable of administering general anesthe- 
sia for most major surgical procedures including chest surgery. I cite 
this as an example of what a dentist can achieve in the general field 
of anesthesiology, were he so inclined. 

At a meeting of the Pennsylvania State Society of Anesthesiology 
several years ago, it was remarked that since dentists are permitted 
to administer anesthesia under the law, it is time that the medical 
anesthesiologist should do something about training him, so that he 
will be able to cope with any emergency which might occur in the 
administration of general anesthesia. A possible program for such 
training might be the organization of a postgraduate course in hos- 
pitals involving several days a week for a period of perhaps six 
months in the department of anesthesiology. With the acute short- 
age of medical anesthesiologists throughout the country, the Ameri- 
can Society of Anesthesiologists might perhaps be prevailed upon to 
permit the training of dentists in this specialty. There is no doubt 
about the success of such a proposal if it were adopted and imple- 


mented. 
POSTGRADUATE PROGRAMS 


Another important function of a medical center, that has received 
only passing recognition, is the conducting of postgraduate educa- 
tional programs for practicing physicians and dentists in the com- 
munity. The hospital, with its wealth of clinical material, should be 
the center of postgraduate training programs. Physicians and den- 
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tists who participate in such courses are invariably rewarded by per- 
sonal, intellectual stimulation, and improvement in the quality of 
their professional performance. Medicine and dentistry are dynamic 
and ever-changing professions. ‘the objective of postgraduate educa- 
tion is to make available to the practicing physician and dentist the 
many advances which are occurring constantly in their particular 
areas of activity. The hospital is the rightful source for the dissemi- 
nation of such knowledge. 
RESEARCH 


The final major responsibility of a well organized dental service 
in a hospital is to maintain a program of research activity. Apropos 
of research in general and medical research in particular, it is com- 
monly felt that this country is lagging in many investigative fields. 
More money seems to be spent in burying the dead than to keep the 
living alive. Cigarettes, alcoholic beverages, entertainment, each of 
these alone absorbs more of the nation’s wealth than does the cost 
of medical research. The pace of medical and allied research must 
be increased and supported. 

The hospital, with its physical facilities and clinical material, is 
the ideal workshop for conducting both laboratory and clinical in- 
vestigations. At our institution we are currently engaged in over 70 
research projects covering diversified fields of investigation and sup- 
ported by grants from the National Institute of Health, Atomic 
Energy Commission, state allocations, and philanthropic organiza- 
tions. In the dental department we are investigating the effect of 
sulfonamide compounds on transient bacteremia following extrac- 
tion of teeth, the effect of systemic administration of antibiotics on 
the bacterial population of the mouth, the vascularity of the oral 
structures of the human fetus, and other related problems. 

Research in the medical and dental sciences is not carried out in 
a vacuum. It is stimulated constantly by the clinical departments of 
the hospital which give impetus and direction to research activity. 
It returns to the clinician more effective ways of dealing with his 
problems of preserving life and promoting health. 


ORGANIZATION OF DENTAL DEPARTMENT 


There has been and will continue to be considerable discussion 
about the status of dental departments in hospitals. Should they be 
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autonomous, or should they be under the jurisdiction of the depart- 
ment of surgery? In small hospitals, where the dental service is lim- 
ited to minor oral surgery, it has been recommended that “this serv- 
ice may be organized as a section of the surgery department coequal 
with the other surgical specialties.” It has been stated elsewhere that: 
“In larger hospitals or hospital centers where the program includes 
a broader scope of long-term health services, the dental service 
should be established as a department of dentistry, and it should be 
organized into sections in conformity with recognized dental special- 
ties. Under this pattern, the section on oral surgery should be ad- 
ministered as a section of the department of dentistry so that the 
quality and scope of oral surgical care may be kept consistent with 
the total dental health care needs of the patient.” 

The American Dental Association has stated that it “recognizes 
the responsibility of the oral surgery section in conforming to the 
procedural regulations of the department of surgery. It also recog- 
nizes the legal responsibility of the department of surgery and the 
hospital in fulfilling their function. Therefore, it provides that the 
section on oral surgery be responsible to the department of surgery 
to the extent that it operates in that department under the regula- 
tions of that department.” 

The Joint Commission on Accreditation of Hospitals specifies in 
its standards that patients admitted to the hospital for dental service 
shall be admitted on a surgical service and shall be the responsibility 
of the chief of that service. The surgical service might be interpreted 
to mean that the oral surgical service, provided that this service is 
the responsibility of the chief of the department of surgery. Within 
the framework of the hospital staff's by-laws, dentists should be ap- 
pointed to and hold appointments in the division of oral surgery, 
just as physicians and surgeons are appointed to other services of the 
hospital. 

However, one basic fundamental concept should not be lost sight 
of—the recognition of the professional standing of a dental service 
in a hospital by the medical and surgical departments depends large- 
ly on the caliber of the chief of dentistry as well as the performance 
of his attending staff. A dental department which can provide dental 
service of high standard will unquestionably earn the professional 
respect of medical colleagues. Where such respect has been attained, 
the dental department rises to an equal professional level with the 
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other clinical departments, and the subject of autonomy becomes of 
little or no importance. 


Albert Einstein Medical Center 
York and Tabor Road, Philadelphia 42, Pa. 


Ora Surcery: “. . . that part of dental practice which deals 
with the diagnosis, the surgical and adjunctive treatment of the 
diseases, injuries and defects of the human jaws and associated 
structures. The scope of the specialty of oral surgery shall in- 
clude the diagnosis, the surgical and adjunctive treatment of 
the diseases, injuries and defects of the human jaws and as- 
sociated structures within the limits of the professional quali- 
fications and training of the individual practitioner and within 
the limits of agreements made at the local level by the health 
team concerned with the total health care of the patient.”— 
American Dental Association. Transactions 1953, p. 218-9. 





The dental profession acclaims oral surgery as a well estab- 
lished specialty of dentistry. It was under the aegis of dentistry 
that this specialty developed. The educational standards, the 
evolution of oral surgery literature and the establishment of 
the American Board of Oral Surgery all matured under the 
auspices of the profession of dentistry—Kurt H. Thoma, New 
England Journal of Medicine, October-November, 1957. 





The chief of the department of dentistry should be selected 
on the basis of his training and experience in administration, 
teaching, and practice and must perform executive duties at an 
administrative level and with coequality to the chief of other 
hospital departments. It is his responsibility to direct the ac- 
tivities of all divisions of dentistry through and in cooperation 
with the chief of each division—Morgan L. Allison, Journal of 
Oral Surgery, Anesthesia and Hospital Dental Service, March 
1959. 





Problems in Hospital Dental Service 


GERARD J. CASEY, D.D.S.* 


In January 1953, there appeared on the hospital scene a new ac- 
crediting agency—the Joint Commission on Accreditation of Hos- 
pitals. The members composing the Commission were: American 
Hospital Association; American Medical Association; American Col- 
lege of Surgeons; American College of Physicians; and Canadian 
Medical Association. The Canadian member resigned in January 
1959, and the seat occupied by that member was returned to the 
American Medical Association, which originally gave the seat to the 
Canadian Medical Association. 

The objective of the Joint Commission is to ensure the quality of 
medical care in hospitals; inspections and accreditation have this one 
objective in mind. 

The standard for hospital dental service approved by the House 
of Delegates of the American Dental Association and implemented 
by the Council on Hospital Dental Service, and the standards of the 
new Joint Commission were not uniformly acceptable to both 
groups, or in the best interests of our profession, or the public. In 
November 1953, the American Dental Association and the Joint 
Commission achieved an “interpretation” of the dental standard of 
the Joint Commission which concerned mainly the field of oral sur- 
gery. For the main body of dentistry, the problem is still unresolved. 
However, in the past few years relations with the Joint Commission 
have been more favorable. Frequent informal conferences with the 
staff of the Joint Commission have resulted in prompt attention in 
the resolving of difficult problems on hospital dental service. 

Hospitals that are accredited by the Joint Commission, as a pre- 
requisite, must be listed as acceptable hospitals by the American 
Hospital Association. 

The American Hospital Association, in 1955, established eleven 
rules for listing acceptable hospitals. Point 3 of the listing states that 
only doctors of medicine and osteopaths may practice in the hos- 
pital. There immediately follows a parenthetical paragraph indicat- 
ing that dental services are not to be eliminated in the hospital, but 


* Secretary, Council on Hospital Dental Service, American Dental Association. 
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that the medical aspects of dental patients should be under the care 
of a physician on the staff of the hospital. 

The Council discussed the listing requirement with the Council 
on Professional Practice of the American Hospital Association. The 
Council on Professional Practice will consider a suggested amend- 
ment to include dentists. 

The American Dental Association and the American Hospital As- 
sociation are cooperating in a series of Basic and Advanced Institutes 
on Hospital Dental Service. The Basic Institutes were inaugurated in 
1957, and are designed to set forth the philosophy of the dental pro- 
fession in regard to the dental patient in the hospital. The position 
of the dentist on the hospital staff, and the position of the dental 
service in the administrative and professional organization are ex- 
plained, and methods of solutions to problems on these two points 
are sought by small group committee work. 

The Advanced Institutes are to be inaugurated in November 
1960, and are designed to explore in depth and comprehension a 
specific area of hospital dental service. For example, a series of pres- 
entations on dental service as a diagnostic service would show hos- 
pital personnel that oral and associated tissues have early manifesta- 
tions of systemic pathology. 

The American Hospital Association cooperates with the Ameri- 
can Dental Association in publication of articles on hospital den- 
tistry in the journals of each association. 

It is mainly with these two organizations, the American Hospital 
Association and the Joint Commission, that the Council on Hospital 
Dental Service seeks solutions to problems on hospital dental service. 

In 1953, the American Dental Association adopted the following 
definition of oral surgery: 

The specialty of oral surgery is that part of dental practice which deals 


with the diagnosis and the surgical and adjunctive treatment of the dis- 
eases, injuries and defects of the human jaws and associated structures. 


This definition was in response to an action of the House of Dele- 
gates of the American Medical Association which adopted a defini- 
tion of oral surgery which was unacceptable to the dental profession. 
In the subsequent years, the Council on Hospital Dental Service has 
used the American Dental Association definition in all its confer- 
ences, both local and national, to determine the extent of oral sur- 
gery in hospitals. 
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Intimately connected with the definition of oral surgery is the 
problem of privileges granted by the hospital to dentists. The Basic 
Standards on Hospital Dental Service in the paragraph on “Qualifi- 
cations of Dentists” states: “All dentists who are appointed to the 
active dental staff or are granted privileges to operate in a hospital 
should have qualifications which include previous hospital experi- 
ence, technical ability and scientific training comparable to that of 
members of other services in the hospital.” The general dentist work- 
ing on patients in the restorative and prosthetic areas of dentistry 
usually presents no problem in the granting of privileges. It is the 
dentist seeking surgical privileges that often presents a problem to 
the credentials committee because that committee is not familiar 
with the definition and scope of oral surgery. 

The problem comes to the Council on Hospital Dental Service 
for solution. The Council requests that credentials committees have 
dental representation to evaluate properly dental applications for 
privileges. To help guide the local situation, two sets of regulations 
for hospital dental service in regard to oral surgery are sent. These 
guides have been worked out in hospitals where extremely good rela- 
tions exist between physician and dentist. The local committee on 
credentials is able to keep the local situation in the fore so that the 
dentist receives privileges according to his experience, training, and 
demonstrated competency. 

Recently, problems concerning the admission and discharge of 
dental patients have been referred to the Council. The policy of the 
American Dental Association states that: “Dentists may admit and 
discharge dental patients.” The Joint Commission is in agreement 
with this position. However, concomitant with the admission of the 
dental patient is the rule of history and physical examination on each 
patient admitted to a hospital. Both the Joint Commission and the 
American Dental Association agree that a physical examination by a 
physician on the staff of the hospital be done on patients undergoing 
surgery of a dental nature. 

Dentistry is a dynamic profession. To stay in one place or position 
is impossible. Attainable goals in the future must be our directing 
force. 

Our moderator, Dr. Percy T. Phillips, in his term as President of 
the American Dental Association, delivered an address to the Colo- 
rado State Dental Association. The title of his presentation was ““The 
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Hour of Indecision.” It was unmistakably positive and undeniably 
decisive. Dr. Phillips said: “The health professions, ours perhaps a 
little more than some of the others (because of its adjunctive stature 
and its youth) must quickly react, evaluate and determine the course 
to be charted in the light of the inescapable trend.” Dr. Phillips 
continued: ‘“The status of dentistry and of the dentist in the hos- 
pital has remained an unresolved problem, although some degree of 
progress has been made within the past year. The true effort on this 
problem must be done at the grassroots of local and state level, but 
on the national plane the right to demand an official accepted posi- 
tion is definitely indicated. We must not delay! The victory in the 
Supreme Court of New York State, and in other states, for the direct 
payment by Blue Shield associates to dentists for services rendered 
by dentists in hospitals, brings this into sharper focus. Reasonable 
consultative service to, if not immediately full membership on, the 
Joint Commission on Accreditation of Hospitals must be promptly 
obtained. The public’s welfare and the dental profession’s rights are 
involved. Failure to press the Joint Commission representation could 
well result in these legal victories mentioned above, giving dentistry 
the right to perform certain services in hospitals, but no accredited 
place wherein to perform them.” The Council on Hospital Dental 
Service is under directive from the House of Delegates to negotiate 
for membership on the Joint Commission. 

The Commission is presently reviewing and re-drafting its Stand- 
ards for Hospital Accreditation. The Council has begun a series of 
conferences with the Commission on a review and re-draft of the 
‘dental standard” in the hospital standards. The Council has already 
indicated that the approach to the re-draft will be from the view- 
point of a complete dental department. The Commissioners will 
review the re-draft of the complete standards on April 30. 

In the January 16, 1960, issue of Hospitals there appeared an edi- 
torial, “Man and Mouth.” In part, the editorial said: “. . . the most 
striking example of professional insularity today is the practice of 
dentistry. Some holes have been made in the traditional fabric of 
the solo practice of dentistry, but, by and large, the dentist prac- 
tices as an individual in the four walls of his office. He is not inte- 
grated into the hospital, the institution which represents centricity 
in our society in the delivery of health care. Fault lies on both sides. 
The dentist too often looks at the mouth as if there were no man. In 
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the hospital, too often is the man looked at as if there were no 
mouth.” The editorial concludes by stating that hospitals and den- 
tistry have a real responsibility. They must discharge this responsi- 
bility together. 

Dr. Fred A. Henny, editor of the Journal of Oral Surgery, Anes- 
thesia, and Hospital Dental Service, has written: “It is to the pa- 
tient’s advantage to have the best possible cooperation between the 
dental staff and all divisions of the hospital organization. In order to 
develop such relations, however, it is important for the staff mem- 
bers of the various hospital departments to understand the educa- 
tional background and clinical contributions of the dental staff.” 

The modern hospital, marshalling as it does many professions, 
services, and facilities, provides a great challenge and opportunity 
for interprofessional cooperation in the service of the individual 


patient. 
222 East Superior St. 
Chicago 11, Ill. 


NOTA BENE: SECTION OFFICERS 


There are 33 Sections of the American College of Den- 
tists (see the listing on page 141). The meeting structure 
of these Sections vary. But at some time during the course 
of activities each year, meetings are held and noteworthy 
papers are presented. 

An example is the panel discussion, just preceding, 
sponsored by the New York Section. These papers were 
called to the attention of the editor, were submitted and 
found acceptable, and were scheduled for publication. 

Section officers of the College are urged to consider 
the JoURNAL as an outlet for similar worthwhile presen- 
tations, and are invited to submit such papers to the 
JOURNAL. 








SECRETARY BRANDHORST HONORED 


This plaque was presented to the Washington University School of Dentistry 
by its alumni during the 94th annual meeting of the Alumni Association, March 
25 and 26, 1960, at St. Louis. Dr. Brandhorst, dean emeritus of the School, has 
served as president of the American Dental Association. He is executive sec- 
retary of the American College of Dentistry. 
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Why | Want to Be a Dentist 


SAMUEL OLSHER* 


The purpose of this paper is to define and outline the factors 
which have influenced my choice of dentistry as a career. Of the five 
reasons discussed in this paper, four can be considered secondary 
motivating forces. They are: a desire to affiliate with a profession 
that maintains high ethical standards; the independence which re- 
sults from self-employment; the monetary remuneration from the 
practice of dentistry; and the opportunity to enjoy a position of re- 
spect in the community. However, to me, the primary factor, and 
unquestionably the most important one, is the basic feeling of al- 
truism, which is a “regard for and devotion to the interests of 
others.””* 

The reason for the division between the two categories is that the 
secondary factors may, in some measure, be satisfied by other occu- 
pations. But altruism manifests itself greatly in the healing arts, and 
it is distinctive of dentistry, as of few other professions, that both 
these categories are combined in a most gratifying manner. 

The first point in my discussion is the ethical values of the dental 
profession. At their best, dentistry and the other healing arts pro- 
mote an outstanding code of ethical behavior. The dentist is privi- 
leged to belong to a profession whose governing body, the American 
Dental Association, maintains high ethical standards. 

“Principles of Ethics,” of the American Dental Association, out- 
lines and explains ethical concepts within the actual practice of the 
dentist and in his community. Regarding recommended ethics for 
the dentist, the American Dental Association stresses service to the 
public, emergency service, education of the public, and education 
beyond the usual level for the dentist,? points which Peterson® and 
Alstadt* also consider. Brandhorst® further defines the ethics of serv- 
ice to the public when he states that the obligation of the dentist is 
to relieve pain, control dental diseases, and practice preventive den- 
tistry. 

It is this ethical approach which sets dentistry apart from many 


* Class of 1960, Temple University, School of Dentistry. 
This essay was judged first in the 1960 Writing Award Competition of the Ameri- 
can College of Dentists. 
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other fields. It is the spirit to perform one’s job to the highest level 
of ability, which has been influential in attracting me to the profes- 
sion. Too often, an occupation demands a goal and ignores the 
means by which one arrives at that goal. The dental profession is 
striving toward ethical concepts which will permeate the entire be- 
havior and attitudes of its members. It is this endeavor which en- 
hances dentistry and adds meaning to it. 

During the time I searched for a field that would satisfy and sus- 
tain me for the rest of my life, I discovered the tremendous value 
of independence. Self-employment frees the individual from de- 
mands of the employer which might limit one’s performance. It 
allows the dentist to evaluate a patient and care for him without 
having to consider the ambitions and desires of another person or 
group. Independence permits the dentist to fulfill the ethics pre- 
viously outlined, even those which might not serve the interests of 
an employer. For example, a dentist may, of his own volition, elect 
to perform a service for a patient who cannot pay the usual fee. Fre- 
quently, the employee finds that there is little time and less interest 
in performing a service for a person who cannot reimburse you. 
One often must refuse aid to a person because of company policy, 
when in reality, the person needs the aid. 

Furthermore, independence allows one to schedule working hours 
with greater flexibility, and it is feasible to structure the working 
day to allow free hours for various activities, such as more leisure 
time, teaching, work in clinics, time for postgraduate education, or 
research. 

In consideration of the third point, monetary return in dentistry, 
it is undeniable that the anticipated financial return in dentistry is 
greater than in many other fields. In 1955, the estimated mean in- 
come for the independent dentist was $12,480. From a practical 
approach, a man must choose an occupation that will provide suffi- 
cient security to satisfy the “obligations to himself and his family 
which arise out of his service to the individual and the community.”* 
In view of the estimated income given by the American Dental Asso- 
ciation, one can be assured that dentistry will adequately provide 
this security. Financially, it is enough to know that one can satisfy 
the obligations stated by Hillenbrand, through the choice of den- 
tistry as a career. He expressed aptly the more significant point in 
regard to financial return in dentistry, when he stated, “The essence 
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of a profession is that, though men may enter it for the sake of live- 
lihood, the measure of their success is the service which they per- 
form, not the gains which they amass.” 

Another attraction of dentistry is the respect which the profession 
commands. Nevertheless, the respect and consideration from mem- 
bers of the community also entail a responsibility. If the public looks 
upon the dentist as a voice of authority in matters of health, and his 
views regarding preventive measures in combating dental diseases 
are heeded, then it is his obligation and duty to acquire and main- 
tain the best and most current theories in these fields. He must strive 
to incorporate the findings of the most reliable dental research into 
his practice. 

Prestige hinges on the dentist’s ability to inculcate the following 
principles: leadership in community health, especially oral health; 
leadership in broader community problems; control of dental dis- 
eases and oral treatment; and care of community citizens.* Without 
a great concern for general welfare and a desire to take an active 
part in prevention of disease, any prestige which the dentist attains 
is without foundation. Although an individual may choose dentistry 
partly because of the prestige, it will not be forthcoming if the den- 
tist does not fulfill his responsibilities. The title of “doctor” will 
gain respect and importance only for the person who serves that 
title capably. 

The previous points complete the secondary reasons for choosing 
dentistry as my profession. Increased knowledge about the field has 
enabled me to evolve these reasons, but the primary motivating 
force is altruism. The desire to heal people was present long before 
I realized and evaluated other factors in choosing a profession. 

It is interesting to note that the first motivation influencing my 
selection of dentistry remains the most important one. Perhaps when 
an individual realizes what must be done to assure security in the 
world, he sublimates his basic desire in order to achieve this success. 
Often, what a person really wants from life is lost in the demands of 
everyday living. This could be a reason why so many people are un- 
happy in their jobs. They are not doing what they really want to do. 
It is this uniqueness of dentistry, in which is combined the satisfac- 
tion of altruistic motives with other practical considerations, that 
caused me to choose this field. 

In accordance with Jacobs, I feel that the basis of dentistry should 
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be altruism, although it is not always the case. No other professions 
should embody this spirit more than the health professions. It is 
defined as the regard for and devotion to the interests of others. 

Humanitarian concepts have enabled men of our profession to 
grasp the very foundations of dentistry and raise it from its origin 
of mere mechanical performance in the days of the barber-surgeon 
to a level of unquestionable service and achievement. Because of this 
altruism, and often at the expense of material gains offered in pri- 
vate practice, men of our profession enter dental research, elect to 
dedicate their lives in administrative duties in the field of dental 
education, accept positions in teaching, or assume roles as public 
health practitioners of dentistry. It is this desire to serve their fellow 
man which has given the dental profession so many distinguished 
men. Surely then, if a student elects to become a private practitioner, 
he unavoidably, undeniably, and unselfishly must desire to embody 
the same fine motives as the leaders of the profession. If not, why, 
without altruism as the most basic prevailing motive, should a man 
select dentistry? 

There are fields where the other qualifications are available also. 
In pursuit of the healing arts, one can not expect a life of little ex- 
ertion, without tensions, devoid of responsibility, and offering vast 
material gain. Dentistry is demanding and absorbing, and to per- 
form the role of private practitioner in the ideal manner, it is often 
fatiguing and extremely wearisome. Without a philosophy—a mean- 
ing—a reason with which to face the everyday routine in dentistry, 
one can become rapidly disillusioned. Only with the desire and 
knowledge that one is performing an immeasurable service to the 
patient, as a total entity, can the field of dentistry be fulfilling to the 
greatest extent. 
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Editorial Interpolation 


One of the major continuing projects of the Committee on Jour- 
nalism of the College has been “. . . to find methods to instill in 
students . . . an interest in dental periodical literature; to make sug- 
gestions for ways to get them to want to read and to continug to 
want to read; and to devise and suggest ways to bring about maxi- 
mum utilization of professional literature.” 

In the furtherance of that aim, the Comunittee suggested and the 
Regents approved, the initiation and promotion of a competition 
in the writing of papers and essays for senior students in the dental 
schools of the United States and Canada. The award is $500.00, with 
a runner-up award of $100.00. Appropriate plaques are presented to 
the national winners, as well as to the winners from each school 
competition. 

The topic is selected by the Committee on Journalism; it is on 
a non-technical aspect of dentistry. The ethical, social, historical, or 
cultural relationships of dental practice, education, research, organ- 
ization, and journalism are the areas from which a topic is selected. 

Since 1957 the topics have been: “‘Responsibilities of the Dentist 
in Health Service”; “Ethics in Dental Practice’; ‘““Dentistry’s Poten- 
tial Contribution to Society,” and “Why I Want to Be a Dentist.” 
The 1961 topic is ““The Need for Continuing Education in Den- 
tistry.”” The winning papers are published in the JouRNAL; the 1960 
essay appears in this issue. 

The schools that participated in the competition (1957-1960) have 
been: University of California, College of Medical Evangelists, 
Georgetown University, University of Illinois, University of Iowa, 
Loyola (New Orleans), University of Kansas City, St. Louis Univer- 
sity, Creighton University, Emory University, University of Pennsyl- 
vania, Temple University, Chicago College of Dental Surgery, Co- 
lumbia University, University of North Carolina, Medical College 
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of Virginia, University of Toronto, Fairleigh Dickinson University, 
Baylor University, McGill University, Washington University, Indi- 
ana University, College of Physicians and Surgeons, and University 
of Southern California. 

The interest in the competition that developed during the past 
four years has been gratifying. (Another national dental organiza- 
tion recently discontinued an essay contest because of so few entries.) 
However, the College through the Committee on Journalism would 
like to see participation by more schools and by more students in 
each school. Several recent actions by the Committee on Journalism 
are aimed at stimulating such additional participation. 

This interjection by the editor is an appeal to those Fellows of 
the College who are members of school faculties, to create and pro- 
mote in their school more interest in the competition. 

How this stimulation is to be furnished must be decided at the 
school level. But it would be a worthwhile contribution by faculty 
Fellows if they encouraged more students in more schools to enter 
this competition. The rules and procedures of the Writing Award 
Competition may be obtained from the Executive Office. 








The Fund for Dental Education 


A Progress Report 
MAYNARD K. HINE, D.D.S.* 


Since the turn of the century, dentistry’s responsibilities have ex- 
panded far beyond the three R’s—relief of pain, removal of teeth, 
and restoration of missing teeth or parts of teeth—into a true health 
service, with emphasis on prevention of oral disease, improvement 
of oral health, and extension of availability of health services. Con- 
current with this expansion of dentistry’s horizons, the dental edu- 
cational system has also expanded; or to take the educator’s view- 
point, increasing the length, scope, and depth of dental education 
has resulted in expansion of dentistry’s horizons. 

Of course, many factors are responsible for the recognized im- 
provement of status of the dental profession. Dental organizations, 
dental literature, dental legislation and licensure, advancement in 
other fields of science and better economic conditions have all joined 
with enriched dental education to elevate the status of dentistry. One 
of the undesirable results in the improvement of dental education 
is its marked increase in cost. No longer can a sound dental educa- 
tional program be supported by income from dental clinics and 
student fees. 

No one denies that dental education is expensive, both to the 
dental student and the dental school. It is generally recognized that 
most dental students are graduated with heavy tangible debts and 
intangible moral debts to the dental school which supplemented 
their tuition payments with funds from many sources. No dental stu- 
dent today pays for more than a fraction of the cost of his education, 
yet if fees were to be increased the number of students who could af- 
ford to attend dental school would be lessened proportionately. Even 
now ambitious, qualified students often turn away from both med- 
ical and dental education because careers in business require shorter 
and less expensive preparation. Also, capable dental graduates often- 


* Dr. Hine is President of the Board of Trustees of the Fund for Dental Education, 
Inc., and Dean of the Indiana University School of Dentistry. 
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times find the additional education which is needed to become 
a specialist, researcher, or dental teacher, impossible because of costs. 
The desire of students to become financially solvent as rapidly as 
possible after graduation is understandable but sometimes results 
in reducing the idealism so desirable in dental practitioners. There 
can be no doubt that economic pressures interfere with dental edu- 
cation and it is important that methods of reducing dental educa- 


tional costs be found. 

Accordingly, the Fund for Dental Education was organized in the 
hope that some financial aid could be attracted to allow continued 
expansion of dental education without increase of cost to student 
or institution. As has been reported previously,’ several foundations 
have helped dentistry and dental education in the past, but there 
was no national fund with the sole purpose of aiding dental educa- 
tion until the Fund for Dental Education, Inc., was organized. The 
Articles of Incorporation for the Fund state that the Fund is a cor- 


poration with the following purposes: 


(a) To accept, receive, hold, invest, reinvest and use gifts, legacies, 
grants, funds, trust benefits (absolutely or in trust) and any and all prop- 
erties of any nature or value without limitation as to either value or 
amount, and to grant use, lend, empty, expend, apply, donate or otherwise 
disburse the income from and the principal thereof for and to devote the 
same to the fostering, improving, broadening, upholding or otherwise aid- 
ing and assisting dental education in any and all ways consistent with the 
purposes of the corporation, to or through or in cooperation with dental 
schools and the students thereof, or otherwise; 

(b) To aid dental education further in assisting in the selection of re- 
search fields and questions therein, to aid in the financing thereof in order 
that such educational research can be conducted by competent persons 
under proper scientific supervision; 

(c) To assist in the growth, development and advancement of dental 
education through aiding in the creation of sources of non-artisan and 
authoritative investigation and experimentation on problems appertaining 
to dentistry; and 

(d) To interpret the requirements of dental education with respect to 
the American public, to foster the constant improvement of standards and 
methods of training and education of dental manpower in the United 
States, to provide adequate personnel of properly trained men and women 
to care properly for the dental needs of the American people.? 


The Fund for Dental Education, Inc., under its broad general 


charter is a special purpose foundation. Its special purpose, how- 
ever, that of promoting dental education, is so broad that it could 


be considered a general purpose foundation. The general objective 
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of the Fund is to assist in the growth, development, and advance- 
ment of dental education. 

The organization of the Fund is similar to that of other funds al- 
ready serving the other health professions. In other words, the Fund 
for Dental Education, Inc., is a foundation set up in general terms to 
aid dental education. It can receive funds earmarked for special 
projects or for general use. The first members of the Board of the 
Fund were chosen by the Executive Committee of the American 
Association of Dental Schools. The present Board of Trustees is 
composed of the following: Otto W. Brandhorst, D.D.S., Secretary, 
American College of Dentists; John E. Buhler, D.D.S., Dean, Emory 
University School of Dentistry; Harold Hillenbrand, D.D.S., Sec- 
retary, American Dental Association; Maynard K. Hine, D.D.S., 
Dean, Indiana University School of Dentistry; Robert M. Kerr, Jr., 
President, Kerr Manufacturing Company; William R. Mann, D.D.S., 
Associate Director, W. K. Kellogg Foundation Institute, University 
of Michigan; Herbert A. May, Senior Vice President of Westing- 
house Air Brake Corporation; Marion W. McCrea, D.D.S., Professor 
of Dentistry, Temple University School of Dentistry; Emory W. 
Morris, D.D.S., President and General Director, W. K. Kellogg 
Foundation; Raymond J. Nagle, D.M.D., Dean, College of Dentist- 
ry, New York University; Harold J. Noyes, D.D.S., Dean, Univer- 
sity of Oregon Dental School; Wendell D. Postle, D.D.S., Dean, 
College of Dentistry, Ohio State University; Donald C. Power, 
Chairman of the Board, General Telephone and Electronic Corpora- 
tion; Henry M. Thornton, President, Dentists Supply Company of 
New York, and O. Meredith Wilson, President, University of Ore- 
gon. It is planned to expand this board to include other prominent 
citizens who have an interest in dental education. 

Incorporated in Indiana late in 1955, the organizing directors of 
the Fund moved carefully to build a sound organizational structure 
for the new activity, and quietly sought “seed money” with which 
to underpin the program. By 1958 sufficient funds had been raised 
to launch the program in July of that year on an active basis. A 
full time office is located in Chicago not far from the headquarters 
of the American Dental Association. In the meanwhile, the Internal 
Revenue Service ruled that the Fund is a non-profit educational 
activity and has declared officially that all contributions to it by both 
individuals and companies are deductible for income tax purposes. 
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The Fund has received the sponsorship and endorsement of many 
important organizations in dentistry. Among those who have taken 
the lead to endorse the Fund through official action of their Boards 
are: American College of Dentists, American Dental Association, 
American Dental Trade Association, American Society of Oral Sur- 
geons, other specialty groups, and an ever-growing list of state dental 
associations. 

There is only one fundamental and important purpose to which 
the efforts of the Fund for Dental Education are directed: to help 
dental education grow to meet its increasing responsibilities. Schools 
must be enlarged and perhaps new dental schools founded so that 
more and better trained dentists can join the ranks of the profes- 
sion. More dental teachers must be educated and the teaching must 
include the elements for dentistry’s continuing improvement. More 
opportunities, facilities, and individuals must be made available for 
dental research if the profession is to add significantly to the growing 
body of scientific health knowledge. And more highly qualified stu- 
dents must be motivated to enter upon a dental career. Last Fall 
freshman classes in the dental schools opened with 130 vacancies, 
not because there are not enough qualified students available, but 
because there were not enough qualified students applying to dental 
school. 

Reliable sources estimate theré is a pressing need for over 100 
full time and at least 100 part time faculty in the dental schools. 
There are not enough fellowships and other forms of help available 
to educate new teachers, and because teaching salaries are too low 
in relation to practice income, to attract enough dentists into teach- 
ing. 

“Physicians for a Growing America,” a report of the Surgeon 
General’s Consultant Group on Medical Education, estimates that 
while the nation is currently turning out 3,100 new dentists per 
year to care for 180 million people, there will need to be produced 
6,180 new dentists per year by 1975 to care for 230 million people 
in this country. Where there are now 47 dental schools in the United 
States, 69 dental schools, or their equivalent, will be needed by 1975 
to do the job of dental education that must be done. This is 22 new 
dental schools, or a lesser number of new ones plus greatly expanded 
existing schools—an increase of almost 50 per cent in the facilities 
for dental education over that which we are now able to support. 
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The Directors and Committees of the Fund for Dental Education, 
Inc. are acutely aware of the existence of these and other problems 
facing dental education today. They have become equally convinced 
that there is sufficient leadership in dental education and the pro- 
fession to solve these problems, once funds are available to turn 
plans into action. 

The Fund has already established teaching fellowship programs 
to train new dental teachers and will set up many more—just as 
soon as money is available. It has sponsored meetings of dental 
teachers to amass the latest knowledge in various fields of dentistry 
and develop more productive teaching techniques. It has financed 
a conference sponsored by the American Association of Dental 
Schools on improvement of dental school administration which was 
attended by the leading dental educators in the country. It is work- 
ing with the dental specialties in a move to strengthen postgraduate 
education in those specialties. When funds are available, it will 
broaden its activities in these fields and work to make national den- 
tal scholarships available to undergraduate dental students. 

The Fund is currently working in conjunction with the American 
Association of Dental Schools in helping to develop ideas for a 
dental student recruiting program, designed to attract to dentistry 
the number and quality of dental student applicants to assure an 
adequate supply of future dentists and auxiliary personnel. 

The long range plans of the Fund are to help raise enough money 
so that a grant can be made annually to every dental school in sup- 
port of teaching budgets which will help bolster and advance 
dental education to meet the challenges ahead. Dentists in the past 
have not generally been encouraged to give generous support for 
dental education. It is hoped that dentists will follow the lead of 
the dental industry and organize a solicitation which will result 
in every dentist in practice today giving generously in support of 
dental education. 

The dental profession has compiled an impressive record in the 
past in its acceptance of responsibility. With a thorough knowledge 
of the needs of its educational program for substantial support, it 
can become a substantial supporter of dental education, and provide 
an example for others less close to dentistry to follow. 

More than $250,000 has been contributed to the Fund for Dental 
Education, Inc. during its short period of existence, with $136,509 
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given in 1959. While this is a noble and heartening beginning, it 
is but a good start and much remains to be done. The aid of every- 
one interested in dentistry and the health of the people is needed. 


1121 West Michigan Street 
Indianapolis 2, Indiana 


1. Hine, Maynard K. Potentialities of the Fund for Dental Education, Inc. 
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DENTAL EDUCATION IN THE AGE OF ROCKETS 


“It is perhaps the recognition of a rapid growth of popula- 
tion, increased life expectancy, an increasing demand for 
dental service, the inadequate distribution of dental service 
and the problems arising from the rapidly changing socio- 
economic picture in our nation that compels us now to think 
and plan for the next century of progress and develop- 
ment. ... 

“. . . as we look at some of the future needs of the profes- 
sion and of the schools in particular, it seems unlikely that 
the tremendous expansion programs that are necessary to 
meet the needs of the immediate future can be carried out by 
the schools alone. . . . 

“. .. all of us present today must recognize our continued 
responsibility to support dental education. In closing, I 
wish to emphasize again that to a large degree the future of 
the entire dental profession is dependent on the support 
given dental education and research. Through your help, 
the dawning age of dentistry as it begins its next 100 years, can 
be brighter and more promising than otherwise could be pos- 
sible. I hope we may look forward to continued support, fi- 
nancial and otherwise, from all segments of our profession 
and the public we strive so hard to serve so well.”—(Excerpts 
from an address by Dr. Paul H. Jeserich, President of the 
American Dental Association, at a Fund for Dental Education 
Luncheon during the December 1959 Greater New York Den- 
tal Meeting, New York City.) 





The American Association for The 
Advancement of Science 


Proceedings of Section Nd (Dentistry) 


REIDAR F. SOGNNAES, D.M.D. 





The 126th Annual Meeting of the American Association for 
the Advancement of Science was held at Chicago, December 
26-31, 1959. Two symposia were held. The following groups 
co-sponsored one or both of these meetings: American Dental 
Association, International Association for Dental Research 
(North American Division), American College of Dentists, 
American Association of Dental Schools, American Academy of 
the History of Dentistry, AAAS Section N (Medicine), and the 
Gerontology Society. 

Arrangements for these meetings were made by Dr. Frank 
J. Orland, Director of the Zoller Memorial Dental Clinic, Uni- 
versity of Chicago. 

It has been the custom that abbreviated proceedings of this 
annual meeting be published in the JourNaL. Dr. Sognnaes 
(Harvard School of Dental Medicine), Secretary of Section Nd, 
graciously compiled the following report. 





The first symposium (December 28) “Oral Aspects of Aging’’ with 
Dr. R. F. Sognnaes as moderator, covered various levels of observa- 
tions from gross morphology to ultrastructure with the following 
sub-topics: 

1. Dr. Samuel Pruzansky (University of Illinois) reported on ag- 
ing of the face as observed by means of cephalometry of the cranio- 
facial growth pattern, with special reference to the syndrome of 
progeria in which the affected child resembles a very aged person. 

2. Dr. Earl O. Butcher and Dr. Julius Klingsberg (New York 
University) reported on histological aging changes in the supporting 
tissues of the teeth in rats, hamsters, and monkeys of different age 
groups, and noted various differences in the susceptibility of these 
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animals to gingival inflammation versus alveolar bone destruction. 

3. Dr. John R. Ring (Washington University, St. Louis) applied 
histochemical techniques to the study of subepithelial connective tis- 
sue of the mouth, noting age changes which may be responsible for 
an impeded interchange of body fluids and the connective tissue 
cells. 

4. Dr. A. A. Dahlberg (Zoller Clinic, University of Chicago) pre- 
sented a comparison from an anthropological point of view of the 
aging pattern in teeth from different population groups, noting 
variations in physiological response, wear and tear, in the aging pat- 
tern from group to group. 

5. Dr. John Nalbandian and Dr. R. F. Sognnaes (Harvard) dis- 
cussed the microstructural age changes in teeth of contemporary 
man, focusing primarily on the microradiographic and electron- 
microscopic nature of dentin in connection with the increasing 
sclerosis of the root dentin with age. 

Dr. David Weisberger (Harvard), in absentia, projected certain 
areas of oral age manifestations warranting further study in the 
future.* 

The second symposium (December 29) represented the final com- 
memorating event of the 100th anniversary of the American Dental 
Association entitled ‘““American Dentistry at the Centennial Cross- 
road.” Dr. F. L. Orland was moderator. 

1. Dr. George C. Paffenbarger (National Bureau of Standards) 
reviewed the development and application of the varied types of 
dental materials employed in restorative dentistry over the past one_ 
hundred years. 

2. Dr. H. Trendley Dean (American Dental Association) dis- 
cussed the use of the epidemiological method in dental research, 
illustrating its importance by reviewing the development of water 
fluoridation as a public health measure. 

3. Dr. Robert M. Stephan (National Institute of Dental Research) 
illustrated the antiquity of many so-called “modern” ideas, and em- 
phasized the need for making quickly available to investigators the 
latest world-wide research information. 

4. Dr. Shailer Peterson (American Dental Association) reviewed 


* Four full length papers from this symposium (No. 2-No. 5) are being included in 
a comprehensive monograph on “Aging” to be published in the Fall of 1960 by the 
American Association for the Advancement of Science, Washington, D. C. 
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the importance of dental education in the growth of dentistry as a 
profession, stressing the recently rapid extension of the graduate and 
postgraduate studies, hospital internships, and residencies. 

5. Dr. Lon W. Morrey and Dr. N. C. Hudson (American Dental 
Association) presented a complete review of the periodical literature 
from the time of the publication of the first American Journal of 
Dental Science, 1839, until 1958 when 173 dental publications were 
issued in the United States, compared with 192 dental journals in 49 
other countries. 

6. Dr. Byron S. Hollinshead (Director, Survey of Dentistry) dis- 
cussed certain philosophical problems of dentistry in its 100th year, 
including the relation between the profession and the public and the 
role of dental education and research in the progress of dentistry. 

Following these two formal scientific gatherings of Section Nd, 
resolutions were made on the deaths of two distinguished contribu- 
tors to dental science during 1959, Dr. Edward Hatton, past Presi- 
dent and for many years Secretary-Treasurer of the International 
Association for Dental Research; and Dr. Frederick McKay, pioneer 
in the epidemiological research on mottled enamel which led to 
fluoridation as a public health measure. 

At the conclusion of the dental section meetings, Dean Paul 
Jeserich (University of Michigan), President of the American Den- 
tal Association, addressed a concluding luncheon meeting of Section 
Nd, and emphasized the need for coordinated efforts between the 
dental groups representing practitioners, educators, and research 
workers. 

In addition to the above program, Section Nd co-sponsored three 
other meetings. First, the large symposium on aging arranged by 
Section N (Medicine) with four half-day sessions dealing with (1) 
“Implications for Society”—economic, therapeutic, retirement, and 
employment aspects; (2) “Aging in Tissues and Cells”—genetic, de- 
velopmental, structural, and biochemical aspects; (3) ‘““The Inte- 
grated Organism’’—cardiovascular, endocrine, radiation, and per- 
sonal aspects; and (4) “Theories of Aging’’—stress, dynamics and 
behavioral theories, and concluding with a philosophical look at 
aging. 

Second, Section Nd co-sponsored the extensive symposium on 
“Germ Plasm Resources in Agriculture,” arranged by Section O 
(Agriculture) covering five half-day sessions regarding origin, utiliza- 
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tion, development, new approaches, perpetuation, and protection of 
crops and livestock. 

Finally, Section Nd co-sponsored the annual meeting of Alpha 
Epsilon Delta, national premedical honor society, which had ar- 
ranged a symposium on “Premedical and Predental Education.” Dr. 
L. R. Gribble, National President of Alpha Epsilon Delta, presided, 
and Dr. Isaac Schour, Dean of the University of Illinois College of 
Dentistry, gave the welcoming remarks. The first two papers re- 
viewed the usefulness and pitfalls of aptitude tests as predictions for 
success in medical and dental schools, Dr. C. F. Schumacher discuss- 
ing the medical and Dr. Grace Parkin discussing the dental aptitude 
tests. The third speaker reviewed the recent Frank Bane Report 
(U.S.P.H. Publ. No. 709) emphasizing the greater need for medical 
and dental practitioners at present and in the future, and the finan- 
cial predicament of professional students. This part of the meeting 
was followed by panel discussions concerning the qualifications of 
students and specific approaches used by certain schools to select 
students. A luncheon meeting followed, during which Dr. H. E. 
Longenecker (Vice-President, University of Illinois) spoke on “Ap- 
plicants in Future Years.” 

At the concluding Council meeting of the AAAS the election of 
two new officers of Section Nd was announced: for Vice President 
and Chairman, 1960, Dr. Joseph L. T. Appleton, Professor Emeritus 
and former Dean, School of Dentistry, University of Pennsylvania; 
for Councillor-at-large, 1960-1963, Dr. John Hein, Dean, Tufts Uni- 
versity School of Dental Medicine. 
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Socio-Economic Status and the Utilization 
Of Dentists’ Services 


LOUIS KRIESBERG, Ph.D. and 
BEATRICE R. TREIMAN, A.M. 


In the fall of 1959, the National Opinion Research Center con- 
ducted a national survey of public attitudes and practices in the field 
of dental care. The survey, sponsored by the Commission on the Sur- 
vey of Dentistry in the United States, covered a wide range of topics; 
this report presents some of the findings from a preliminary analysis 
of the data most directly related to the utilization of professional 
dental services.1 More particularly, we are asking what is it about 
socio-economic status that explains the high relationship between it 
and going to the dentist. 

The data were collected through personal interviews with 1,862 
adults. To render the analysis more meaningful, we have omitted 
from consideration those respondents who have already lost all their 
natural teeth, a group constituting almost a fourth of the sample. 

Presumably, the most important factor affecting the likelihood 
that someone will go to the dentist is the condition of his teeth. 
Respondents were asked what led them to initiate their last dental 
visit or series of visits. One-third of the respondents said they had 
some pain, and another third said they had other evidence of a need 
for dental care; but 30 per cent said they went only for a check-up 
or to have their teeth cleaned and 4 per cent gave other reasons for 
having gone to the dentist. Most people, then, who have gone to the 
dentist, have gone because they believed they needed dental work. 


Biographical sketches of the authors appear at the end of this article, page 165. 

Earlier versions of this paper were presented at meetings of the American Association 
for Public Opinion Research, Atlantic City, May 7, 1960, and of the Society for 
Social Research, Chicago, May 20, 1960. 

* This investigation was supported in large part by a research grant, D-1076, from 
the National Institute of Dental Research, U. S. Public Health Service. We also ex- 
press our chanks to the Commission on the Survey of Dentistry in the United States 
and its staff for their active participation in all stages of this study. Among the many 
people at the National Opinion Research Center who contributed to the study, we 
particularly want to mention Selma Monsky, Field Director; Jacob J. Feldman, Senior 
Study Director; and Harold Levy, IBM Supervisor. 
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However, 23 per cent of all the respondents who had not lost their 
natural teeth thought they needed some dental care during the last 
12 months and had not been to the dentist within the preceding year. 

Clearly, some people who believe they need dental care do not al- 
ways get it and, on the other hand, some people go to the dentist 
even when they do not think they need dental work other than an 
examination or prophylaxis. Therefore, the need for dental treat- 
ment or work is not, in itself, a necessary and sufficient reason for 
going to the dentist. 

Previous studies have shown that persons of higher socio-economic 
status, as measured by income, education, or occupation, are much 
more likely to go to the dentist than are persons of lower status.? 
The findings of this study are in agreement with these other studies. 
For example, 34 per cent of those who had eight or fewer years of 
education had been to the dentist within the 12 months prior to 
the interview; of those who had attended at least some high school, 
58 per cent had gone within the last 12 months; and of those who 
had attended college, 74 per cent had gone. Similarly, of those with 
annual family incomes under $2,000, 31 per cent had gone within the 
last 12 months; of those with incomes of $2,000 but less than $5,000, 
48 per cent had gone; of those with incomes of $5,000 to $7,499, 62 
per cent had gone, and finally of those with incomes of $7,500 or 
more, 69 per cent had gone. Note that persons who have lost all their 
teeth are not included, so these relations are not spurious as they 
might seem to be if persons with dentures were included. 

This high relationship between socio-economic status and going 
to the dentist probably explains, in part, why perceived need for 
dental treatment does not determine completely whether or not a 
person will go to the dentist within a given year. Presumably, many 
persons of higher status go to the dentist preventively, and many 
persons of lower status do not go to the dentist even when they think 
they need dental care. 


*For example, see: Friedson, Eliot and Feldman, Jacob J. The Public Looks at 
Dental Care. J.A.D.A. 57:325-35, September 1958; U. S. National Health Survey: 
Dental Care, Interval and Frequency of Visits, July 1957-June 1959. U. S. Public 
Health Service Publication No. 584-B14, Washington, D. C., 1960; Koos, Earl Lomon, 
The Health of Regionville, New York. Columbia University Press, 1954, pp. 118-25; and 
American Dental Association Bureau of Economic Research and Statistics, Family 
Dental Survey II. J.A.D.A. 48:74-7, January 1954. 
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THE PLAN oF ANALYSIS 


Rather than focusing upon those persons who do go to the dentist 
when they believe they need dental treatment, this analysis is direct- 
ed at understanding the relationship between socio-economic status 
and (1) why people go to the dentist preventively and (2) why peo- 
ple do not go to the dentist when they think they need dental care. 

For the measure of going to the dentist preventively, the answers 
to several questions were used. To be categorized as going preventive- 
ly, respondents must have answered that they sometimes go for a 
check-up, and answered a follow-up question that they go at least 
once a year, and have reported actually having gone to the dentist 
within the last 12 months. Slightly more than a third of the sample 
were Categorized as going preventively. At the other extreme, almost a 
fourth of the sample consists of persons who go only when they need 
to, only when they have a toothache, and have never gone for a 
check-up, or who have never been to the dentist at all. 

In order to study why some people do not go to the dentist even 
when they think they need dental care, the sample was reduced by 
omitting those who did not go to the dentist during the past year 
and had no self-defined need to have done so. That is, we are exclud- 
ing the respondents who said they felt that they did not need any 
dental care during the past year and who, if they went today, would 
need not much or no work, and who did not go to the dentist in the 
preceding year. Of the remaining cases, we are most concerned with 
the respondents who have un-met dental needs, as they perceive the 
needs. These are the respondents who reported that they felt they 
should have had more dental care than they had during the last 12 
months, and who, if they went to the dentist today, would need a 
great deal or quite a bit of work, and who did not go to the dentist 
within the last year. This category constitutes about a fifth of the 
cases being analyzed to answer the question why people who need 
dental care do not get it. The two groups of respondents we are con- 
cerned with, therefore, are not large compared to the remaining 
respondents who presumably go to the dentist when they think they 
need to do so. 

Like the general measure, having gone to the dentist within the 
last year, the two special measures of utilization are highly related to 
education and income. Table 1 shows the percentage of the respond- 
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TABLE 1 


PER CENT GOING TO DENTISTS PREVENTIVELY BY INCOME 
AND BY EDUCATION 














Income 
Education 
UnpER $2,000 $2,000-$4,999 $5,000-$7,499 $7,500 AND Over 
Grade school .. 8 (104) 12 (161) 25 ( 63) 33 ( 30) 
High school ... 15 ( 61) 26 (261) 44 (248) 42 (151) 
College ....... 50 ( 12) 52 ( 50) 53 ( 97) 70 ( 98) 





ents going to the dentist preventively by the respondents’ family in- 
comes and education. The number of cases upon which the cell 
percentages are calculated is given in parentheses. Although some 
of the percentages are based upon a small number of cases, it is clear 
that education and income, separately and together, are very highly 
associated with going to the dentist preventively. At one extreme, 
among the 104 respondents with incomes under $2,000 and with a 
grade school education or less, only 8 per cent of the respondents 
go to the dentist preventively. At the other extreme, among the 98 
respondents with incomes of $7,500 and over and who have attended 
college, 70 per cent go preventively. Table 2 shows that income and 
education are also highly telated to not going to the dentist when 
the respondent thinks he needs dental work. 

In order to understand these relationships, we will consider each 
measure of utilization of dental services separately. It should be 
noted, however, that the two measures are highly and inversely re- 
lated to each other. The basic form of analysis in the succeeding 


TABLE 2 


PER CENT NOT GOING TO DENTIST WHEN DENTAL WORK 
NEEDED BY INCOME AND BY EDUCATION 














Income 
Education 
UnpvER $2,000 $2,000-$4,999 $5,000-$7,499 $7,500 AND Over 
Grade school .. 53 ( 79) 86 (132) $1 ( 52) 9 ( 23) 
High school ... 28 ( 53) 19 (216) 14 (209) 9 (128) 
College ...... 10 ( 10) 10 ( 41) 12 ( 88) 2 ( 87) 
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pages is the following. Characteristics of the respondents which 
might be related to class and going or not going to the dentist will 
be examined. In each case, income will be held constant; that is, the 
relationship between a given characteristic and each measure of den- 
tal utilization will be examined within the lower and higher in- 
come categories. Since education is highly related to income, we will 
in part be holding education constant as well. Thus, if a given re- 
spondent-characteristic is related to income and, within each income 
category, is related to one of the measures of dental utilization, that 
characteristic may partially explain the relationship between social 
class and that measure of utilization. 

Several kinds of characteristics will be examined: general orienta- 
tions such as time perspective; childhood dental experience and 
training; values, beliefs and information about teeth and taking care 
of them; relationships with the dentist; fear of pain; and financial 
resources and availability of dentists. 


GENERAL ORIENTATIONS 


The first explanation to be considered is that there are sub-cultur- 
al differences in general values and orientations related to socio-eco- 


nomic status. That is, persons of lower socio-economic status have a 
different way of viewing the world than persons of higher status and 
this difference is reflected in the care of their teeth. Several questions 
were included in the interview to test this possibility. 

Respondents were asked, “Some people say nowadays a person has 
to live pretty much for today and let tomorrow take care of itself. 
Would you agree strongly, agree somewhat, disagree somewhat or 
disagree strongly with that?” Persons of lower incomes or less educa- 
tion are more likely to agree with the statement than persons of 
higher status. Furthermore, holding income constant, agreement 
with the statement tends to be related to going to the dentist. This 
seems consistent with the explanation being tested; however, re- 
spondents were also asked whether or not they agreed to this state- 
ment: “It is often better to do without something now so that things 
will be better later.” The results do not support the explanation. 
Persons of lower income or education are just as likely to agree with 
this as are persons of higher status. It seems that persons of lower 
socio-economic status just agree to both items. We cannot, without 
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additional analysis, if then, use these items as indications of general 
orientations. 

Another form of question was used to get at time perspective. The 
question is: “Judging by the things that people do, would you say 
that most people are more concerned with the past, the present, or 
the future?” This does not work either. Maybe the question is not as 
projective as it is supposed to be; in any case, persons of lower socio- 
economic position are as likely to say future as present; but higher 
status persons are more likely to say present rather than future. 

Finally, one question was intended to assess self-control. Respond- 
ents were asked, “How often can you get yourself to do what you 
think you should do—nearly always, most of the time, sometimes, or 
hardly ever?” This is slightly related to socio-economic position; that 
is, persons of lower status tend to report less self-control than per- 
sons of higher status. Furthermore, within each income level, per- 
sons who say they nearly always are able to do what they should are 
somewhat more likely to go to the dentist preventively and some- 
what less likely not to have gone to the dentist when they needed 
dental work than are persons who only sometimes or hardly ever are 
able to do what they think they should. Nevertheless, considering 
that only one of the four items seems to operate validly in the expect- 
ed direction, it appears that subcultural values help only a little to 
explain class differences in going to the dentist. 


CHILDHOOD TRAINING 


Another possibility is that specific patterns of dental care are 
learned early in life (for example, going to the dentist regularly), 
and that this is one mechanism which helps explain why persons of 
lower socio-economic status are less likely to go to the dentist. In 
order for this explanation to be valid, persons of lower status would 
have to be less likely to send their children to the dentist when very 
young and people generally would have to have the same socio-eco- 
nomic position as their parents. As a matter of fact, both conditions 
generally hold and we find that persons with higher present incomes 
are much more likely to have gone to the dentist when they were 
young than are persons who presently have lower incomes. 

As can be seen in Table 3, holding income constant, persons who 
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first went to the dentist when they were young are much more likely 
to go to the dentist preventively than are persons who did not go to 
the dentist when they were young.* Table 4 shows the percentage of 


TABLE 3 


PER CENT GOING TO DENTIST PREVENTIVELY 
BY INCOME AND BY AGE AT 
FIRST DENTAL VISIT 








Age of First Income 


Dental Visit Unper $2,000  $2,000-$4,999 $5,000-$7,499 $7,500 AND Over 








13 or younger... 19 ( 68) 31 (280) 52 (305) 56 (222) 
14 or older .... 9 (108) 13 (195) 24 (110) 29 ( 59) 





TABLE 4 


PER CENT NOT GOING TO DENTIST WHEN DENTAL WORK 
NEEDED BY INCOME AND BY AGE AT 
FIRST DENTAL VISIT 








Age of First Income 


Dental Visit UxpeR $2,000 $2,000-$4,999 $5,000-$7,499 $7,500 AND Over 








13 or younger... 29 ( 55) 18 (239) 15 (278) 7 (196) 
14 or older .... 48 ( 82) 34 (154) 19 ( 84) 9 ( 44) 





respondents not going to the dentist when they need dental work, 
by the same variables. Age at time of first dental visit does not seem 
to make as much difference for not going when dental work is needed 
as for going preventively, but the direction of the relationship is the 
same. 

The respondents were asked another question which pertains to 
the role of childhood training. The question is, “When you were a 
child, what did your parents do, or try to get you to do, to take care 
of your teeth?” On the basis of their responses to this question, re- 
spondents were divided into four groups: 


* While the age categories in Tables $3 and 4 are 13 or younger and 14 and older, 
the pattern is the same when age at first dental visit is divided into four categories: 
2-5 years, 6-13 years, 14-18 years, and 19 and older. 
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A. Those who mentioned that their parents sent or took them to the den- 


tist regularly. 

B. Those who did not mention going to the dentist regularly, but men- 
tioned that their parents made them or tried to make them brush their 
teeth diligently, avoid eating sweets, or drink milk or otherwise fortify their 


diet. 

C. Those who did not mention any of the above, but only mentioned 
brushing their teeth, occasional dental visits, not eating hard objects, using 
mouth washes. 

D. Those who said their parents did nothing. 

Persons with higher incomes are only somewhat more likely to 
mention that their parents sent them to the dentist regularly than 
are persons with lower incomes. However, within the upper and 
lower income categories, those who had been sent to the dentist 
regularly, Group A, are much more likely to go preventively (38 per 
cent among those with incomes under $5,000 and 69 per cent in the 
$5,000-and-over category) than are those whose parents did nothing, 
Group D (14 per cent in the under-$5,000 category; 32 per cent in 
the $5,000-and-over category). The other two groups of respondents 
ranged in between, Group B being more likely to go preventively 
than Group C. In the case of not going when dental work is needed, 
the relationship also holds but is not as great. 

It seems that early dental training is an important mechanism in 
the relationship between present class position and going to the 
dentist, at least preventively. 


VALUES, BELIEFS, AND INFORMATION ABOUT TEETH 
AND THEIR CARE 


Another possible explanation which is being investigated is that 
higher status persons have particular values, beliefs, and more in- 
formation about teeth and dental care than lower status persons 
and that these ideas are related to going to the dentist. Upper status 
persons may have learned these ideas from their parents, dentists, 
teachers, or the mass media. 

Among the information items in the questionnaire are two agree- 
disagree items. In the first, “If teeth come in straight, they can still 
shift and become crooked later,” the correct answer is “agree.” 
Agreement with this statement is not related to the respondents’ in- 
comes; furthermore, holding income constant, it is only slightly posi- 
tively related to going to the dentist preventively and is not related 
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to not going to the dentist when dental work is needed. In the other 
item, “Once you get your permanent teeth, what you eat or drink 
can’t affect, one way or the other, how much your teeth decay,” the 
correct answer is “disagree.” Disagreement with this statement is 
somewhat positively related to income; but when income is held 
constant disagreement is not related to either measure of utiliza- 
tion of dental services. 

Two other questions can be used to measure the respondents’ level 
of information about gum conditions. One question is, “Do you 
happen to know what pyorrhea is?” and, if the respondent answered, 
“Yes,” he was asked, “From what you know about it, can you tell 
me what it is?” Simply dividing the respondents into those who said 
they did not know, those who claimed to know but gave only vague 
or completely incorrect answers, and those who gave some specific 
answers, we find that persons of higher income levels are somewhat 
more likely to have an idea of what pyorrhea is. Within each income 
level, those who have an idea about what pyorrhea is are somewhat 
more likely to go to the dentist preventively than are those who have 
no idea or only a vague or incorrect idea. There is no relationship 
between knowing what pyorrhea is and not going to the dentist 
when dental work is needed. Respondents were also asked, “As you 
understand it, what causes gums to become diseased?” When re- 
spondents were dichotomized into those who had no idea of the 
causes of gum disease and those who had some idea, the pattern of 
relationships is similar as for the question about pyorrhea. 

On the whole, then, it seems that information about teeth and 
gums, as measured by these questions, does not help explain the re- 
lationship between socio-economic position and not going to the 
dentist when work is needed; neither does the level of information 
seem to help explain very much the relationship between social stat- 
us and going to the dentist preventively. 

Although information about teeth and gums does not help very 
much in explaining class differences in the utilization of professional 
dental services, perhaps beliefs about the efficacy of such services are 
more relevant. For example, respondents were asked whether they 
agreed or disagreed with this statement: “No matter how well you 
take care of your teeth, eventually you will lose them.” As can be 
seen in Tables 5 and 6, persons of higher income are somewhat more 
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likely to disagree with this statement than are people of lower in- 
come and, within each income category, people disagreeing with 
the statement are somewhat more likely to go preventively and less 
likely to go when they need dental care. The pattern is similar for 
responses to the agree-disagree item: “A person can always tell if 
there is something wrong with his teeth and gums.” 


TABLE 5 


PER CENT GOING TO DENTIST PREVENTIVELY 
BY INCOME AND BY BELIEF THAT TEETH 
WILL BE LOST EVENTUALLY 








Income 





Teeth Will Be Lost Eventually 
Unper $5,000 $5,000 AND OvER 





SED “owwcacetnvadauyGoca¥s canbe Ceengeee 13 (299) $7 (205) 
BOD Sk din ivcavcc veda spudneschkumeee 28 (343) 52 (483) 





TABLE 6 


PER CENT NOT GOING TO DENTIST WHEN DENTAL WORK 
NEEDED BY INCOME AND BY BELIEF THAT TEETH 
WILL BE LOST EVENTUALLY 


— 








Income 





Teeth Will Be Lost Eventually 
UnpberR $5,000 $5,000 AND Over 





BID ncs:stsnpiessantodouniaecaaae 34 (235) 21 (174) 
BIN, nn aise wcasamtpacniaedealaieeal 24 (291) 8 (418) 





The respondents were also asked whether or not they agreed to 
these statements: “You can help prevent tooth decay if you have 
your teeth cleaned regularly in a dental office,” and “You can help 
keep your gums in good condition if you have your teeth cleaned 
regularly in a dental office.” Responses given to these items are not 
related to the respondents’ income and are not related to the meas- 
ures of utilization within income categories. This may be because 
of the very high general agreement with these statements or because 
of the tendency of lower socio-economic persons to agree with sug- 
gested statements. 
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Finally, we will consider briefly values about teeth as they may 
affect going to the dentist. One value, at this stage of the analysis, 
seems particularly important: the wish to keep one’s teeth as long 
as possible. For example, Tables 7 and 8 show that people who agree 
that dentures are less bother than natural teeth are slightly less likely 
to go to the dentist, even holding income constant, than are those 
who disagree. Similarly, people who do not rank “to keep your teeth 
as long as possible” as the most important reason for taking care of 
your teeth are slightly less likely to go to the dentist. 

Another way of getting at this value yielded similar results. The 
respondents were asked about this hypothetical case: 


John Williams is in his thirties, married, and has two children. He has 
been having trouble with his teeth, and his dentist tells him he needs a 
bridge, some crowns, and some fillings to put his mouth into good condition. 
All this would cost about $600. The only other thing the dentist could do 
would be to extract the rest of Mr. Williams’ teeth and make him a set of 
false teeth. That would cost about half as much. 

Should Mr. Williams have his teeth fixed or get a set of false teeth? 


TABLE 7 


PER CENT GOING TO DENTIST PREVENTIVELY BY INCOME AND BY 
BELIEF THAT FALSE TEETH ARE LESS 
BOTHER THAN NATURAL TEETH 








Income 





False Teeth Are Less Bother 
UnperR $5,000 $5,000 AND Over 





15 (100) 37 ( 76) 
24 (491) 50 (585) 





PER CENT NOT GOING TO DENTIST WHEN DENTAL WORK NEEDED 
BY INCOME AND BY BELIEF THAT FALSE TEETH ARE LESS 
BOTHER THAN NATURAL TEETH 











Income 





False Teeth Are Less Bother 
UnpbeErR $5,000 $5,000 anp Over 





38 ( 88) 17 ( 66) 
11 (503) 
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Persons of lower socio-economic position were more likely to say 
“get a set of false teeth,” and among those with less income as well 
as among those with more, those who said “get false teeth” were 
somewhat more likely than the others not to go to the dentist pre- 
ventively and not to go when they needed dental care. 

At this point, it may be well to reflect that there may be a mean- 
ingful relationship between wanting to keep one’s teeth as long as 
possible and believing that it is possible to preserve them. It is possi- 
ble that lower status persons are less optimistic than higher status 
persons about the possibility of preserving their teeth because of 
their experience. After all, persons of lower income or less education 
are more likely to have lost all their teeth. Assuming that persons of 
the same social class tend to associate with each other, the lower 
status respondents who have not lost all their teeth are more likely 
than higher socio-economic persons to have friends who have lost 
all their teeth. 

Furthermore, it is possible that persons of lower status go to den- 
tists who do not emphasize preservation of teeth as much as do 
dentists who have patients of higher status. The general quality of 
care as well as the emphasis upon care may vary considerably among 
dentists with different classes of patients. The data from this survey 
cannot test such speculations completely, but in the next section 
some relevant findings are presented. 


CHARACTERISTICS OF DENTISTS 


The respondents were asked many things about their regular den- 
tist or the dentist they last saw. The characteristics of the dental prac- 
tice of the respondents’ dentists are very highly related to the re- 
spondents’ income and within each income level to their likelihood 
of going to the dentist preventively and only somewhat less related 
to not going when they need dental work. 

For example, persons who report that their dentists send them re- 
minders, that is, use a recall system, are much more likely to go to 
the dentist, particularly to go preventively, than are respondents 
who do not report having such a dentist. The pattern is similar for 


*In a study of preventive practice of dentistry, it was found that “Dentists whose 
patients are predominantly in the higher income group have more preventive practice 
than dentists whose patients are predominantly in middle or low income groups.” 
Treiman, Beatrice R. and Collette, Patricia. Factors Associated With Preventive Prac- 
tice of Dentistry, National Opinion Research Center, Report No. 69, 1959, p. 55. 
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those who report having a dentist with whom one makes an appoint- 
ment. There is some circularity in these relationships and addi- 
tional analysis is necessary to reduce this. 

Respondents were also asked if they had ever had their teeth X- 
rayed and, if they had, the regularity with which their dentist 
X-rayed their teeth. Parallel questions were asked about having their 
teeth cleaned in a dental office. Again, within each income level, the 
more frequently the dentist performed each activity, the more likely 
the respondents are to go to the dentist preventively and, to a some- 
what lesser degree, the less likely they are not to go to the dentist 
when dental work is needed. 

Respondents were asked if they had ever heard of the new high 
speed drills, and (if they had been to the dentist within the last ten 
years) whether or not their dentist had one. In Table 9, we see a 
high relationship between going to the dentist preventively and re- 
porting that one’s dentist has a high speed drill, holding income con- 
stant. For example, among respondents with incomes under $5,000, 
23 per cent of those who report that their dentist does not have a 
high speed drill go preventively; while among those who report the 
dentist has a high speed drill, 48 per cent go preventively. In Table 
10, the comparable data are presented for not going to the dentist 
when dental work is needed. The relationship is weaker, but the 
direction is consistent with the idea that characteristics of the dentist 
are related to utilization of their services. 

Even whether or not the respondent reports that the dentist has 
anyone helping him is related to utilization. There is a tendency for 
respondents who report that their dentist has assistants to go pre- 
ventively and also not to have un-met dental needs. 


TABLE 9 


PER CENT GOING TO DENTIST PREVENTIVELY BY INCOME 
AND BY HAVING HEARD OF HIGH SPEED DRILL AND 
DENTIST POSSESSION OF HIGH SPEED DRILL 








Income 


Unper $5,000 $5,000 AnD Over 





High Speed Drill 





Not heard of drill 14 (413) 28 (220) 
Heard of it, dentist does not have one 23 ( 49) 85 ( 80) 
Heard of it, do not know if dentist hasone .. 27 ( 59) 44 (101) 
Heard of it, dentist has one 67 (293) 
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TABLE 10 


PER CENT NOT GOING TO DENTIST WHEN DENTAL WORK 
NEEDED BY INCOME AND BY HAVING HEARD OF HIGH SPEED DRILL 
AND DENTIST POSSESSION OF HIGH SPEED DRILL 








Income 





High Speed Drill 
UnperR $5,000 $5,000 anp Over 





Se eee SE GE os oni CHT 65 35 (334) 20 (186) 
Heard of it, dentist does not have one ...... 25 ( 44) 12 ( 81) 
Heard of it, do not know if dentist hasone .._ 17 ( 47) 23 ( 62) 
Heard of it, dentist has one ................ 9 (101) 3 (267) 





All these reported characteristics of the dentist are highly related 
to the income of the respondent. The high relationship within each 
income category makes it clear that the dentist himself significantly 
affects the utilization of dental services, particularly the practice of 
going to the dentist preventively. Of course, to some extent the pa- 
tient selects the kind of dentist he visits and to that extent some of 
the high relationship between characteristics of the dentist and 
dentist utilization are attributable to characteristics of the patients. 
Nevertheless, the pattern of very high relationships revealed in the 
data of this survey indicates that selection of the dentist does not 
account for the relationships entirely. At present, it seems to us, that 
characteristics of the dentist and the dentist-patient relationship 
constitute a very important mechanism in the association between 
social class and the utilization of professional dental services. 

If characteristics of the dentist are important, it may be that atti- 
tudes about dentists also are related to going to the dentist. Toward 
the end of the interview, the respondents were asked whether or not 
they thought six particular statements were true of most dentists and 
also whether or not they were true of their own dentist. The state- 
ments were unflattering judgments such as “Dentists don’t take 
enough personal interest in you,” “Dentists are too interested in 
making money,” and ““They tell you there’s more wrong with your 
teeth than there is.” 

Agreement with such charges about one’s own dentist is somewhat 
negatively related to going to the dentist preventively, holding in- 
come constant. There is very little relationship between not going 
to the dentist when dental work is needed and agreement with these 
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statements. The relationship between agreement with these state- 
ments about most dentists and the two measures of dental utili- 
zation is even weaker. 


FEAR OF PAIN 


Although attitudes toward dentists do not seem to be an im- 
portant factor in explaining the relationship between social class 
and utilization of dental services, perhaps fear of pain is. When per- 
sons of lower socio-economic status go to the dentist, they are more 
likely than persons of higher status to have particularly serious 
dental work done, such as extractions.5 This might mean that per- 
sons of lower status are more fearful of going to the dentist and this 
constrains them from going to the dentist. 

Respondents were asked, “Many people expect and fear a lot of 
pain when they go to the dentist for work on their teeth. When you 
go to the dentist for dental work, how do you feel?” This question 
evoked full responses; one of the dimensions in which the answers 
were coded was the degree of fear acknowledged. Three major cate- 
gories were distinguished: great fear, some fear, and no fear. No 
relationship exists between the amount of fear acknowledged by 
respondents and their income. Within each income category, how- 
ever, as may be seen in Tables 11 and 12, persons who do express 
fear of going to the dentist are somewhat less likely to go to the 
dentist. Fear of pain, then, has some effect upon utilization of dental 
services, but does not help to account for the relationship between 
social class and going to the dentist. 


*U. S. National Health Survey: Dental Care, Volume of Visits, July 1957-June 1959. 
U. S. Public Health Service Publication No. 584-B15, Washington, D. C., 1960. 


TABLE 11 
PER CENT GOING TO DENTIST PREVENTIVELY BY INCOME 
AND BY AMOUNT OF FEAR ACKNOWLEDGED ABOUT GOING 
TO THE DENTIST 








Income 





Amount of Fear 
Unper $5,000 $5,000 anp Over 





14 (182) 87 (163) 
26 (175) 42 (142) 
$1 (311) 55 (252) 
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TABLE 12 


PER CENT NOT GOING TO DENTIST WHEN DENTAL WORK NEEDED 
BY INCOME AND BY AMOUNT OF FEAR ACKNOWLEDGED ABOUT 
GOING TO THE DENTIST 








Income 





Amount of Fear 
Unpber $5,000 $5,000 AND Over 





IGT... «<s.s<¢asenveuhenne gana cduue’ 37 (153) 16 (148) 
MEO: «is cna ue teteeuansemeceanes $1 (147) 12 (119) 
NI i. saciid Side oa tbe 0d eee 21 (258) 8 (209) 





FINANCIAL RESOURCES AND AVAILABILITY OF DENTISTS 


Every factor which has been considered thus far seems more im- 
portant in understanding why people do not go to the dentist pre- 
ventively than why they do not go when dental work is perceived as 
needed. We had originally hypothesized that dental care habits 
learned in childhood, attitudes about teeth and dental care, and the 
relationship with the dentist would be particularly important in 
explaining going to the dentist preventively; this does seem to 
be supported by the data. On the other hand, we hypothesized that 
these factors would be less important in explaining why people do 
not go to the dentist when they think they need dental work. Having 
recognized the need for dental care, constraining factors such as 
availability of dentists and financial resources would be particularly 
important in explaining why people do not get the dental care need- 
ed. 

As a matter of fact, we do find that persons with lower incomes are 
somewhat more likely to live in smaller communities and more rural 
areas; furthermore, among those respondents with incomes under 
$5,000, persons living in smaller communities and more rural areas 
are more likely not to go to the dentist when they need dental care. 
The relationship does not hold for going to the dentist preventively. 
Recognizing that dentists are not as available in smaller communi- 
ties as in larger metropolitan areas, the availability of dentists does 
seem like it may be a factor in explaining class differences in not 
getting dental care when it is perceived as needed. 

Good measures of the respondents’ financial resources are needed 
to test the role of simple lack of money as a factor in preventing 





oF 2.5 @t 





SOCIO-ECONOMIC STATUS 163 


people from getting the dental care they need. One gross way of go- 
ing beyond annual family income as a measure of financial resources 
is provided by the question, “If the family here suddenly had to pay 
out a $200 dental bill, could you handle this without too much 
trouble, or would it be very difficult, or would you just not be able 
to pay it?”’ Considering the answers to this question as a measure of 
disposable income, Tables 13 and 14 indicate that financial resources 
seem to make more difference for not going to the dentist when den- 
tal work is needed than for going to the dentist preventively. 


TABLE 13 


PER CENT GOING TO DENTIST PREVENTIVELY BY INCOME 
AND BY ABILITY TO PAY OUT $200 FOR 
A DENTAL BILL 








If family suddenly had to pay out $200 for Income 
a dental bill, could pay UNpER $5,000 $5,000 AND OvER 








Without too much trouble 83 (203) 51 (461) 
Would be very difficult 21 (251) 89 (214) 
Just not be able to $1 ( 26) 





TABLE 14 


PER CENT NOT GOING TO DENTIST WHEN DENTAL WORK NEEDED 
BY INCOME AND BY ABILITY TO PAY OUT $200 FOR 
A DENTAL BILL 











If family suddenly had to pay out $200 for Income 


a dental bill, could pay Unper $5,000 $5,000 anp Over 








Without too much trouble 14 (157) 10 (390) 
Would be very difficult 23 (206) 15 (187) 
Just not be able to 48 (174) $2 ( 25) 





SUMMARY AND CONCLUSIONS 


In this analysis two measures of utilization of professional dental 
services were differentiated: not going to the dentist when dental 
work was perceived as needed, and going to the dentist preventively. 
This has helped understand the meaning of the high relationship 
between utilization of dental services and social class. The data do 
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suggest that different aspects of social class are more important for 
one measure than another. Constraints such as lack of money seem 
particularly important for not going to the dentist when dental work 
is needed; childhood habits, ideas about teeth and their care, and re- 
lationship to the dentist seem particularly important for going to 
the dentist preventively. 

Probably what is even more clear, and more important, is the 
relative significance of the factors discussed for both measures. In- 
formation about teeth and even beliefs about their care and values 
about teeth are apparently less significant factors affecting utilization 
than are early childhood training and particularly the characteristics 
of the respondents’ dentists. These latter factors affect not going to 
the dentist when work is needed as well as going preventively. These 
factors appear to be particularly important mechanisms in the rela- 
tionship between social class and going to the dentist. 

Furthermore, it is important to note that none of these sets of 
factors completely explains the relationship between social class and 
either measure of utilization. That is, differences between respond- 
ents with more and less income persist when each factor is related to 
each measure of utilization. For example, looking back at Tables 3 
and 4, we can see that among those who had first been to the dentist 
at an early age, respondents are more likely to go preventively and 
less likely not to go to the dentist when they think they need to do 
so, as their family income increases. Perhaps available cash is such 
an important factor that it continues to affect the utilization of 
dental services even when other factors are also important. Perhaps 
there are additional aspects of social class which have not been ana- 
lyzed that account for the differences not yet explained, for example 
social class differences in style of life and the expectations of friends 
about dental care. Or, perhaps, the inter-relationships of the several 
variables already considered, if refined and combined together could 
explain nearly all the differences in social class utilization. 

Obviously, then, this preliminary analysis has not answered the 
original questions definitively. More definite conclusions must await 
additional analysis. It is hoped that each major point in this paper 
can be studied in more detail and reported upon in later publica- 
tions. This may, of course, lead to some modifications in the inter- 
pretations made at this time. 


5736 South Woodlawn Ave. 
Chicago 37, Illinois 
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A Demonstration Program for The 
Teaching of Comprehensive Dentistry 


REGINA FLESCH, Ph.D. 


DEFINITION OF THE PROBLEM 


Comprehensive dental care, like comprehensive medical care, is 
preventive as well as curative.!-° In addition to a thorough knowl- 
edge of oral medicine, and mastery of the specific techniques avail- 
able to the contemporary dental physician in the treatment of oral 
disease, comprehensive dental care also implies the ability to create 
the necessary human relationship with the patient so that his cooper- 
ation is enlisted for the frequently tedious, taxing, and costly dental 
procedures. Prevention of dental disease implies support of all kinds 
of dental research—biological, physiological, economic, sociological 
—to increase awareness and active combating of the many factors 
which affect the nation’s dental health and contribute to dental neg- 
lect and illness. The problems associated with the effective teaching 
of comprehensive dentistry are of such a diversity and magnitude 
that dental educators have questioned their own teaching methods.‘ 

In most current dental school curricula, the necessity of mastering 
the complexities of dental technic often discourages the student from 
taking into consideration problems of the patient peripheral to his 
dental care. While these problems may not be related directly to the 
patient’s dental treatment, they may nonetheless have considerable 
bearing upon the patient’s cooperation with and attitude toward the 
dental treatment plan.5 Nor does the curriculum and clinic care 
program in most schools of dentistry provide help for the student 
in overcoming this problem. By and large, dental students learn to 
render dental service, but not to evaluate, or even to display much 
interest in those peripheral patient problems—economic, cultural, 
emotional—which so often influence vitally the patient’s cooperation 
with his dentist. Since the average dental school provides no instruc- 


Dr. Flesch received her B.S. degree from the University of Wisconsin, her M.S. 
from the School for Social Work Smith College, and her Ph.D. from Bryn Mawr 
College. She has engaged in psychiatric and social work in Chicago and Philadelphia. 
She is now a Research Associate in the School of Dentistry, University of Pennsylvania. 
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tion, formal or informal, for assessing and dealing constructively 
with these marginal problem areas, “comprehensive dental care” re- 
mains to most students only a vague concept, unrelated to his cur- 
rent patient experience and remote from any ideas concerning his 
future practice. 


Alms OF COMPREHENSIVE DENTAL CARE 


Before formulating suggestions for the teaching of comprehensive 
dental care, it may be well to outline the characteristics of such care 
in dental clinic practice. It should be emphasized that the following 
statements represent an ideal, not actual, picture of prevalent clinic 
practice. 

1. Comprehensive dental care implies an interest in the patient's 
total health and well-being, which includes knowledge and _utiliza- 
tion of other health and welfare resources in the community (hos- 
pitals, for example, and social agencies). This means that the dental 
practitioner (student or dental physician) should have the willing- 
ness ‘as well as the skill to refer his patient for necessary help, and 
to know how to use these resources to achieve better oral health for 
individuals and the community. 

2. The dental student who now takes into account the patient's 
medical health history, should be taught to become informed about 
the dental health history as well. He needs this information to under- 
stand the total patient. Adequate consideration must be given not 
only to the patient’s past dental experiences which have influenced 
his manner of relating to the dental physician, but also to the mean- 
ing of this present contact for the patient's attitude toward dental 
care. The dental student should learn to see his contact with the pa- 
tient as one link in the patient’s continuing relationship with den- 
tistry. 

3. Dental clinic patients should not be viewed as socially isolated, 
as is now commonly the case, but as part and parcel of a family and 
the community. The dental student should be taught to recognize 
that the family also has dental attitudes which encroach on the pa- 
tient’s care, and that frequently dental health needs exist in other 
family members. Students should learn that the community, from 
which the patient emerges, also has dental attitudes and dental 
health problems peculiar to itself. Although neither family nor com- 
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munity are visible in the operating room, the practitioner must not 
forget that they are nonetheless present and are also his concern. 

4. Every clinic patient should be approached with the idea of giv- 
ing attention not only to his immediate dental needs, but also to those 
social, economic, cultural, and emotional elements in his situation 
which impinge on planning for, and attitudes toward, dental care. 
In every large dental teaching clinic, facilities should exist for aiding 
in understanding and meeting those social, economic, and emotional 
aspects of the patient’s situation, which represent an obstruction to 
his receiving or accepting adequate dental care. These auxiliary 
facilities are common in large medical teaching clinics; dental teach- 
ing clinics need them as well to make possible the teaching of com- 
prehensive dental care. 


These aims of comprehensive dental care embrace concepts from 
sociology, anthropology, economics, psychology, and psychiatry. How 
are these concepts to be acquired? No amount of specific instruction 
in patient management technique will make up for the lack of 
understanding of the aims mentioned above. Indeed, a close review 
of the literature on practice management technique reveals that this 
is precisely its deficiency. An attempt exists in dentistry to impart 
techniques of dealing with the patient, rather than an approach to 
the patient as a total person.existing within a relevant social context. 
There has been lacking a coordinated, organic approach to universal 
patient problems; insufficient attention has been paid to the inter- 
relationship between dental problems and “common human needs,” 
—common human problems. 

If such concepts and such an approach are to be imparted to the 
dental student, they must be given a place in dental education along 
with concepts now considered equally necessary to the practice of 
dentistry. At present, there is only a beginning recognition of such 
an approach in dental education. Until an active effort is made to in- 
corporate it into clinic teaching, discussion of methods of teaching 
this material can be only speculative. 

Because of the complexity of the approach and the content, no 
single teaching method would appear to suffice. It is most likely that 
such teaching should adopt a variety of methods—didactic, through 
the traditional lecture, as well as clinical, through case presentation 
and discussion. Also, reason indicates that teaching should take 
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place over a longer period of time than is now usually allotted to 
most semester courses in practice administration. The contemporary 
dental student needs long exposure to what promises to be a rich 
and novel advance in dental education. It is likely that several teach- 
ing methods, including seminars, will have to be used over an ex- 
tended period. 


THE DEMONSTRATION PROGRAM 


The University of Pennsylvania School of Dentistry has already 
taken steps to bring these concepts within daily reach of their den- 
tal students, and to provide them with a perspective beyond tradi- 
tional dental education. Through a consultant social scientist whose 
time is freely available to students, community resources and social 
science concepts have been made accessible to students who have no 
formal educational background in these areas. The School has intro- 
duced the following additions to the customary dental educational 
program: 

1. Consultation with students on individual clinic patients, with 
specific reference to social, economic, emotional, and cultural fac- 
tors bearing on the patient’s dental care. These factors are elucidated 
with the students, illustrated with similar problems from a growing 
body of case material. The patient management treatment plan de- 
veloped with the student is adapted to the special problems in the 
case. Without additional formal instruction, students are not likely 
to forget concepts thus related to their own clinic patients. 

2. Interviews with clinic patients on problems (as in 1 above) are 
unique in that, wherever possible, they are conducted in the presence 
of the dental student. Thus, the primary orientation toward the den- 
tal treatment is maintained. The interview is presented as providing 
service auxiliary to the patient’s oral health. More important, how- 
ever, is the learning experience for the student. His actual participa- 
tion in the interview provides him with an opportunity to learn to 
explore problem areas which he is sure to encounter in any practice. 
In no other way, not even through the use of a one-way screen, can 
the professional neophyte learn so much about patient approach. 

3. Clinical conferences for third and fourth year students have 
been arranged for patients presenting social and economic obstacles 
to dental treatment. In the ensuing general discussion the clinical 
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experience of individual students is shared. Various approaches are 
suggested by the discussants, and these may be related later to the 
individual practice of the participants. Thus, general information is 
made available to all students even while the general body of knowl- 
edge is being developed. It is planned to collect case illustrations for 
later seminar discussions and more formal courses. 

4. Instruction in the utilization of community resources for the 
clinic patient’s health, social, and economic welfare. When the stu- 
dent has brought any of the problems (as in 1 above) to the atten- 
tion of the consultant, there is a review of facilities in the commu- 
nity to meet such problems. Wherever appropriate agencies exist, 
patient referral is discussed with both agency and student. The re- 
ferral process is reviewed carefully with the student, and wherever 
possible is left solely to the student. The student thus learns first- 
hand of the existing network of social agencies outside the School, 
and what is more important, learns how to use these facilities for a 
patient. The constructive use of community resources for service 
auxiliary to the patient’s oral health represents knowledge necessary 
in any dental practice and in any community. 

5. Extra-mural conferences on dental clinic patients have been 
arranged and carried on outside the School (for example, with medi- 
cal and psychiatric centers in the community). Through such con- 
ferences, the student steps outside the dental clinic and learns about 
other health settings and other personnel. This facilitates communi- 
cation with other professions which is the bulwark of “total patient 
service.” Coordination of the School’s various clinical activities 
through a clinic coordinator has facilitated the interchange of infor- 
mation with other agencies, and has brought closer rapproachement 
with other health services. 

6. Home-visiting is encouraged in selected situations so that the 
student can become familiar with the community to which his pa- 
tient belongs, and with the kind of background and home care as- 
sociated with the patient’s oral health. There is no better way for the 
student to learn of the multiplicity of problems which relate to the 
prevention and treatment of oral disease than to see the conditions 
in home and community under which dental clinic patients live. 

7. Cooperation with the Philadelphia Health and Welfare Coun- 
cil. In addition to these services within the School, the cooperation 
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of the Philadelphia Health and Welfare Council has been enlisted. 
In the past, the Council participated with the Medical School in ar- 
ranging small seminars for medical students so that they could be- 
come familiar with the health and welfare resources of the commu- 
nity. Probably the small group method would not be practicable for 
the School of Dentistry because of its larger student population, but 
the Council representatives have indicated willingness to adapt their 
methods to the needs of the School of Dentistry. Very likely other 
adaptations will have to be made, because medical students tradi- 
tionally have more acquaintance with community and home condi- 
tions of their patients than dental students. The representatives of 
the Health and Welfare Council have recognized some of these prob- 
lems, and have expressed the conviction that much can be learned by 
both groups through the projected plan. 


SIGNIFICANCE OF THE PROGRAM 


In setting up this Demonstration Program, the School of Dentistry 
is following a plan already familiar to other professional schools 
during the past decade. Comprehensive care and teaching programs 
are in operation in several medical schools, for example at Pennsy]l- 


vania, Cornell, and Stanford universities.** Theological seminaries 
for many years have followed the custom of sending out their neo- 
phytes to family counseling centers and psychiatric hospitals. At the 
University of Pennsylvania, the Law School currently is engaged in 
research with the Departments of Sociology, Anthropology, and Psy- 
chiatry, relating these subjects to criminal law and criminology. Re- 
cently, the School of Business Administration has begun to remodel 
its undergraduate program to give a broader education in the social 
sciences and humanities. 

It appears that dentistry alone, of the professions vital to our 
national health and welfare, still remains largely outside this main 
stream of development in professional education. Although ready 
enough to take advantage of the many recent developments in the 
medical, biological, and physical sciences, dentistry has lagged no- 
ticeably in its use of the social sciences. 

A professional school transmits to its students both factual infor- 
mation and professional technics. It transmits also the attitudes and 
values that society recognizes as distinguishing the professional man 
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from the mere skilled worker. It transmits a code of ethics, a way of 
approaching a particular human problem, and an identification 
with a group of people who have served humanity in a particular 
capacity in many places and at many periods of time. It is the re- 
sponsibility of the professional school to help the student make as 
complete an identification as possible with his own professional 
group, and through them, relate to the larger community of which 
he is a member. Only to the extent that the student learns to relate 
himself to the varying problems of the individuals he serves and the 
communities in which he functions—only to that extent will the 
dental school have educated a competent professional man and a 
responsible citizen. In increasing degree our society needs both. 


School of Dentistry 
University of Pennsylvania 
Philadelphia 
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A Projection of Trends In 
Dental Education 
HAMILTON B. G. ROBINSON, D.D.S., M.S. 


We are living in the age of science when the atom was first split 
and then harnessed; when new man-made stars are being tossed into 
the sky in endless competition and when men are being prepared for 
journeys out of this world; when new drugs and antibiotics are 
changing our whole pattern of disease and when the average life 
span of man is being stretched toward the century mark. None of 
these things just “happened.” They are the results of research and 
labor. In this age of science, dentistry has advanced at a rapid pace. 
Over half and perhaps as high as 80 per cent of the materials, sup- 
plies, and equipment bought by dentists today were research curi- 
osities of the forties. Antibiotics, cortico-steroids, tranquilizers, high 
speed and air-turbine handpieces immediately come to mind, but the 
anesthetics, the alloys, the investments, and the plastics of today are 
new and better as the result of research in this age of science. 

The dental student is taught better today than he was in the past. 
In the modern building, exemplified by Ohio State’s Taj Mahal of 
dental education, the cubicles, the laboratories, the television- 
equipped, air-conditioned lecture rooms all afford the finest en- 
vironment for teaching and for learning. Faculties are no longer 
recruited on the basis of their willingness to work for little or noth- 
ing, but are being selected from dedicated professional educators 
with specific training. From a small beginning forty years ago in 
Rochester and New Haven the special education of dental teachers 
and researchers developed slowly until the almost explosive devel- 
opment with the aid of federal monies through the Dental Teacher 
Training Programs, one of the first of which was that established 
here at Ohio State. Undoubtedly, the dental students entering 
school today are better than those entering in past decades—far 
better than the students who entered with most of us here tonight. 


Presented before the Sixteenth Post-College Assembly, College of Dentistry, Ohio 
State University, April 18, 1960. 
Dr. Robinson, former Associate Dean at Ohio State University, is now Dean of the 


School of Dentistry, University of Kansas City. 
173 








174 JOURNAL OF THE AMERICAN COLLEGE OF DENTISTS 


With better teachers, better teaching facilities, and better students, 
we can and must improve our curricula and produce better dentists. 

It takes brave administrators and an understanding and progres- 
sive faculty to change the curriculum. Most of us like the status quo 
because it requires little effort to maintain it. The well prepared 
teacher or dentist or administrator does not fear change, but they 
direct it. We have been spending most of our time educating stu- 
dents for yesterday, and we are often aided and abetted in this edu- 
cational anachronism by well-meaning but misguided alumni who 
think of dental education in the dimensions of their student days. 
We are nudged into this old mold by state boards of dental examin- 
ers who often examine students in the subject matter and techniques 
belonging to their era, rather than in the changed and changing 
dental program of tomorrow. Perhaps it is unfair to point the finger 
at state boards, because the “‘status quoers’” of dental faculties en- 
courage them to examine in the past rather than for the future to 
help justify the continued teaching of outmoded dentistry. We must 
keep in mind that we are not educating dental students for yesterday, 
but for tomorrow. 

Dental practice has been changing slowly but surely and now the 
tempo of change is increasing rapidly. Exposed pulps are being treat- 
ed successfully, teeth are being treated effectively by endodontic 
procedures, and intracoronal or full coverage restorations are being 
used in the proper treatment of dental caries. As the result of these 
therapeutic measures and of preventive methods, such as fluorida- 
tion, after-meal brushing, and dietary control, more and more teeth 
are being saved from the ravages of dental caries. But this leaves 
more teeth that are subject to periodontal disease. One conclusion 
is that periodontal therapy will become a major part of every dental 
practice and, relatively speaking, restorative dentistry will occupy 
less time of the dentist. If we have any faith at all in research we can 
look to the practical elimination of dental caries in this tomorrow 
of dentistry and to better therapy for periodontal diseases. Since 
there are so many factors in periodontal disease it will take a braver 
prophet than I to see the elimination of periodontal disease within 
the lifetime of ourselves or our students—but who knows? The 
physician of today does not treat many of the diseases such as plague 
and small pox, that occupied most of the time of his predecessor of 
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the nineteenth century. With occupation of the physician of tomor- 
row with the treatment of chronic and degenerative diseases, which 
in most cases have remained unsolved by research, the dentist may 
assume more of a role as the physician of the oral cavity. We cannot 
prepare student dentists for this tomorrow if we only look back- 
wards at dentistry of yesterday. 

Through better teachers, better students, better teaching facilities, 
and better curricula, we can save a great deal of the time now spent 
on historical or repetitious material. What will we do with this 
“saved” time? Let us invest some of it in broadening the education 
of our students. Can we not bring studies in the behavioral sciences 
such as psychology into the dental curriculum? Can we not give our 
students a broader base in physical diagnosis? Can we not send them 
to hospitals, not just to observe dental procedures, but to rub el- 
bows with the medical students and physicians in the medical, sur- 
gical, obstetrical, pediatric, and psychiatric wards? Can we not teach 
the concept of treating the whole patient as a part of dental practice? 
Don’t mistake me. I do not want to make physicians of dental stu- 
dents, but I am sure that patients will benefit if the dentist has this 
broadened concept of patient care. 

Can we not teach the student how to utilize his paradental per- 
sonnel to better advantage? The school technician’s very presence has 
improved one facet of this problem, but the dental student might 
work advantageously with a chairside assistant from his earliest clin- 
ical days. We at the University of Kansas City have one of the few 
pilot studies along this line and believe that it has tremendous ad- 
vantages to the student. If the student, with some of the time we 
saved by better teaching, could be taught to work with the hygienist 
all through school it might benefit both the hygienist and the dentist. 

Recently, Dr. Phillip Blackerby, asked the question, ‘““Why Not a 
Department of Social Dentistry?” and then answered, in part, his 
own question. This department would embrace such subjects as 
professional responsibility, ethics and jurisprudence, care of the 
aged, chronically ill, and handicapped, public health, and practice 
administration. Such a department probably will emerge in many 
dental schools to help teach the young dentist his responsibilities to 
his individual patient, to the public-at-large, to his community, to 
his profession, and to himself and his family. 
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Yes, there are signs of healthful trends in dental education. I have 
touched only a few of them. There is room for experiment in dental 
education, for trial of new methods, for discard of historical material. 

You here in Ohio have a great opportunity. Your school needs 
your continued support. Your faculty and dean are doing an ex- 
cellent job and should be encouraged by your expressions of appre- 
ciation. In this efficient and beautiful school set in an atmosphere of 
general culture and health care your opportunities are unlimited. 
May you use it to the greatest advantage by teaching for today and 
tomorrow, and remember in only a few hours today will be yester- 
day. 

1108 East Tenth Street 
Kansas City, Missouri 


A CHANGE OF FOCUS 


Perhaps the most stable element in the uncertain future of 
this country of ours is change itself, change so rapid in the 
scientific, technological and social fields that our world will 
resemble the woods in which poor Alice found herself. There, 
according to the Red Queen, to stay in the same place one 
must run at top speed and in order to get anywhere else one 
must run twice as fast. In our rapidly evolving era, education, 
like Alice, must run twice as fast as it is now doing if it is to 
get anywhere——Mary Evans Chase, Director of Admissions, 
Wellesley College, in The New York Times Magazine, No- 
vember 29, 1959. 





Foundation Science in The 
Dental Curriculum 


HAROLD J. NOYES, D.D.S., M.D. 


If a dissertation may have a text as well as a title, I would like 
to take as mine two lines from Dr. Solyman Brown's “Dentologia”’:+ 


“Beware of those whom science never taught 
The hard but useful drudgery of thought.” 


If there is admonition in this couplet, it argues for a place of foun- 
dation science in the dental curriculum and a thoughtful attitude 
with respect to all instruction. 

You may believe that the controversy between basic and clinical 
subjects in the dental school can be relegated to the 1880's, and I 
too was inclined to this opinion until the president of a great uni- 
versity asked the Commission on the Survey of Dentistry in the 
United States, ““Why should anatomy be taught to dental students?” 
I am aware that university presidents often adopt an adroit approach 
to academic controversy and am not sure, therefore, that this should 
be construed as antagonism to such instruction but rather an effort 
to explore the reasoning of dental educators. 

Be this as it may, one cannot gainsay the differences of opinion 
that have existed, and do so to this day, in the minds of the profes- 
sion, faculty, and students under academic duress. I prefer to take a 
positive stand (and this may surprise you who believe that deans 
tend to sit uncomfortably with one leg upon either side of a con- 
troversial fence) in favor of foundation science in the content of 
dental teaching. 

While there must be substance to the foundation upon which 
clinical teaching rests, and this base can only be supported by doc- 
trine in biologic and physical science, I am concerned as well with 
the intellectual integrity of those who comprise the dental profes- 
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sion and their capacity to find satisfaction in exercising their minds 
both with matters within their professional province and outside it. 

There are two aspects of this philosophy which have a bearing 
upon the function of foundation science in the predental and dental 
curriculum. One is concerned with knowledge that provides a basis 
for procedures and services which the dentist utilizes in practice, and 
the other a foundation for creative effort and an understanding of 
the world in which he lives. Many will agree that much of clinical 
dentistry could be taught as technical operations with emphasis 
upon the “how” and little concern with the “why.” The former 
tends to make the dentist a technician and dentistry a trade. The 
present path of dental education is inclined to stress the use of 
auxiliary personnel for the performance of technical operations un- 
der the direction and guidance of dentists fortified by education and 
intellect to take responsibility for the broader aspects of dental 
health care. Obviously, this emphasizes the role of the basic sciences. 

Without detracting from the important need for a high level of 
technical excellence in the dental graduate, the place of sound basic 
knowledge must not be ignored. Nor is there necessity to consider 
the two to be antagonistic in their objectives. The semantic conno- 
tation which often implies an antithesis between the “practical” 
usually taken as synonymous with “clinical,” and “theoretical,” has 
led to some very loose thinking. In the first place, basic science in 
great part is not theoretical, while many clinical procedures are 
highly theoretical. 

Often, applicants inquiring about postgraduate or graduate 
courses in special fields ask, “How much time is spent in theory and 
what amount in clinical instruction?” This leads me to a question 
the intellectual qualifications of the applicant. He seems to assume 
that if he is exposed to a large number of clinical situations he will 
be able to reach back and draw out of his empirical teaching the 
treatment for any patient who will come to him. It is obviously im- 
possible to cover the wide variety of clinical conditions that may pre- 
sent to the practitioner, yet a storehouse of foundation knowledge 
and the development of the student’s ability to think will qualify 
him to deal with problems which were not encountered in an inter- 
val of special training. 

Among the more significant reasons for including basic science 
courses in the dental curriculum is that of providing education rath- 
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er than training. Vice Admiral H. G. Rickover has expressed the 
distinction between education and training in a way that appeals 
to me and may be recalled by those of you who read the Saturday 
Evening Post:? 

Education is directed toward enlargement of the individual's compre- 
hension of the world by giving him the knowledge and mental capacity to 
understand what lies beyond his personal experience and observation. . . . 
It renders intelligible to him the physical world and the laws of nature, so 
that he can judge man’s potentialities and limitations—his place in nature. 

Training does not stretch the mind. The intellect is not improved by 
acquiring habits or learning mechanical skills, nor will routine work enlarge 
one’s mental capacities, as hard thinking will. 

One cannot spend thirty years and more in teaching dental and 
medical students without a consciousness of the resistance which 
many have to courses that demand original thought and exercise of 
reason. Likely this is due in part to overloading of the curriculum 
at the expense of time for thinking and reflection, premium placed 
upon didactic response augmented by the use of so-called objective 
or short-answer examinations, among other and more complex 
reasons. The answer to this problem is not simple, but it does not 
lie in abandoning the principles or objectives of foundation science 
in the dental curriculum. 

If the solution was obvious, more than one hundred years of ex- 
perimentation in education would have solved it. As dental practice 
has grown in depth as well as breadth, the need for clinical instruc- 
tion has increased. Moreover, the demands of course time for basic 
science have been expanded in larger proportion. The pattern com- 
monly adopted has been to extend clinical hours upward and raise 
their level by adding science years beneath them, including lengthen- 
ing the predental requirements. 

This process resulted in a stratified curriculum, often referred to 
as horizontal, with the break coming at the end of the sophomore 
year. In the first two years the student spent his time in fundamental 
science and bench technics with an occasional optional cultural 
course thrown into the predental years as an elective. His observation 
of patients was largely if not entirely when he saw them on their 
way to or from the clinic. Clinical experience was reserved for the 
junior and senior years. The transition was abrupt and a period of 
severe adjustment. 


* The Saturday Evening Post, November 28, 1959, p. 54. 








180 JOURNAL OF THE AMERICAN COLLEGE OF DENTISTS 


This program grew out of expediency and a philosophy, which 
I believe is false, that the student must have most if not all the train- 
ing and education he will receive before he prepares and places 
dental restorations. When the course was extended to four years a 
tremendous learning loss occurred between instruction received and 
the time it was needed for clinical performance. 

Effort was then made to rectify this defect by introducing so-called 
practical illustrations in the foundation instruction and refresher 
courses in the clinical years. The former was frustrated because 
without clinical experience the illustrations had little meaning. The 
latter was a time-consuming duplication of earlier teaching. 

Some fifteen years ago we began to see a modification of this plan 
by extending basic science and foundation courses into the last two 
years of the curriculum and compensating for the time loss by in- 
troducing clinical experience in the freshman and sophomore years. 
This program has been called a vertical type of curriculum and has 
proved much more effective. 

If I may be pardoned for citing experience at Oregon, we intro- 
duce the student to the patient the second month of his first term, 
when he spends a very limited interval as an observer in the ex- 
amining room. The second term he is taught dental prophylactic 
procedures and uses them, upon his classmates under supervision. 
The third term, after six months bench technic in prosthetics, he 
constructs a denture for a patient under the close supervision of an 
instructor. 

Other restorative technics are performed as technical operations 
in the mouth in immediate sequence following the appropriate 
laboratory courses. The student completes his sophomore year with 
clinical application of most, though not all, of the individual re- 
storative procedures having been executed within the mouth as 
technical procedures. In the junior year after courses which include 
oral pathology, radiology, and diagnosis, for example, it is possible 
to synthesize them into treatment procedures for the restoration of 
oral health of the individual patient according to plan. Here the 
student begins to practice dentistry. The complexity of more difficult 
procedures expand with the operator’s experience, dexterity, and 
judgment under the instruction he receives as his clinical time in- 
creases. 

Basic sciences are extended as far as the third and fourth years, 





FOUNDATION SCIENCE IN DENTAL CURRICULUM 181 


placing them closer to their clinical application; for example, head 
and neck anatomy into the second year, laboratory bacteriology into 
the third year, and courses in oral pathology dealing with malignant 
disease, pharmacology, and therapeutics in the senior year. 

In this arrangement it should be possible to reduce, at least an- 
other facet of the problem, the excessively heavy basic science load 
carried in the first two years to a point where not more than two 
laboratory sciences are scheduled in any one term. It is common in 
the baccalaureate years at many universities to recommend current 
registration in no more than two laboratory sciences, and if this is 
sound policy at this level it likely applies to the dental undergradu- 
ate student. Too often the pressure upon the student is so heavy he 
and his teachers as well are forced into a rote memory rather than a 
reasoning approach to the subject. 

It may be difficult, if indeed possible, to effect scheduling of 
foundation sciences in the manner just described unless the depart- 
ments are within the fabric of dental school administration. Other 
advantages of this policy include: 

a. A better molding of hours and content to the needs of the practicing 


dentist and more effective correlation with other aspects of the dental cur- 
riculum. 

b. There is sometimes some stigma attached to teaching dental courses 
in science departments of the medical school, and career teachers may find 
advancement in their field less difficult when the department is within the 
dental school. 

c. Implementation of research in dental or dental-related areas and 
stimulation of cooperative research between dental and basic science faculty. 

d. Understanding between clinical and foundation sciences personnel 
grows from a better knowledge of objectives and problems when dental 
school committees are composed of teachers in the respective disciplines. 

e. Interest of the more mature dental student is stimulated by participa- 
tion of their science teachers in clinical conferences and teaching within 
the clinic itself. At the same time the science courses are given greater pur- 
pose. This integration is practically impossible unless the science faculty 
is within the fabric and control of the dental school. 


There is one rule which must remain inviolate: the academic 
qualifications, teaching ability, and salaries must be on a basis of 
parity. It is only when this policy is disregarded that an economic 
saving is effected in the employment of faculty for dental classes, and 
when this happens it is at the expense of the quality of dental teach- 
ing. Moreover, inter-school cooperation is not sacrificed but on the 
contrary may be enhanced if the qualifications and salaries remain 








182 JOURNAL OF THE AMERICAN COLLEGE OF DENTISTS 


upon an equivalent level and departmental budgetary handicaps are 
eliminated. It has been said that the laboratory and facilities costs 
are greater when separate departments are maintained. This cir- 
cumstance is removed when either or both schools utilize the prin- 
ciple of multiple service laboratories. To illustrate, an anatomy lab- 
oratory cannot be combined as both schools use the space most of 
each academic year. For dentistry, at least, the microscopic sciences 
of histology, microbiology, and pathology, general and oral, can be 
scheduled in the same room. Likewise, biochemistry, physiology, 
and pharmacology can use the same space. 

The overall time per square foot occupation is almost twice as effi- 
cient as separate departmental laboratories. This economy is fur- 
ther increased if dental hygiene students are taught by certain of 
these departments. 

I wish there was a formula for creating a greater cultural interest 
in foundation sciences such as anatomy, physiology, bacteriology, 
and biochemistry. I do not know why it is that, realizing the human 
body is the most fascinating of all biologic entities, and that the years 
in dental school are for most students the only time they will have 
to explore this phenomenon and come to a measure of understanding 
of it, they seem reluctant to take advantage of the opportunity. Per- 
haps like children they are_so consumed with growing up they can- 
not appreciate the golden years of childhood. 


SUMMARY 


It has been my objective: 

1. To consider the purpose and the place of foundation science 
in the dental school curriculum. 

2. To indicate the role of basic science in the metamorphosis of 
a technical or trade concept to that of a learned profession in which 
services are performed through the exercise of reason rather than the 
application of mechanical and technical formulae. 

3. To suggest the practical value of this knowledge in solving new 
problems and improving existing therapeutic procedures, and 

4. To urge you to contemplate the very real contribution which 
sound and fundamental knowledge, regardless of where you obtain 
it, can make to your stature as a man and the joy of living among 


men. 
611 S.W. Campus Drive 
Portland, Oregon 
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Among the several items discussed by the Committee on 
Journalism of the American College of Dentists during the past 
year were matters concerning advertising, editors, and papers 
for publication. 

The three short papers that follow consider these matters 
and were prepared at the suggestion of the Committee; they 
will be included as a part of the 1960 Report of the Committee. 
Mr Hollister and Dr. McBride are consultants to the Committee, 
and Dr. Schoen is a member of the Committee. 

The Committee personnel consists of Charles A. Scrivener, 
Chairman, Isaac Sissman, William P. Schoen, Jr., Herman L. 
Hubinger, and Ralph Rosen. 











Advertising Standards 
JOHN J. HOLLISTER 


There are two fundamental reasons why every dental magazine 
should have a clear and concise set of standards governing adver- 
tising. The first, and most important, is the protection of the public 
health and the welfare of the dental profession. The second is the 
editors’ or advertising managers’ need for an administrative tool by 
which to evaluate the eligibility of products for advertising and the 
acceptability of advertising copy. 

Let us look at the first. It would seem almost axiomatic that no 
professional publication should carry advertising for a product 
which is actually or potentially injurious to a patient or—almost as 
bad—worthless, yet many do just this. Not because of any indiffer- 
ence to their obligation to protect the public and profession but 
because of a lack of a means of determining whether a given prod- 
uct meets professional standards. To take a hypothetical case for 
purposes of illustration: A publication having no formal advertising 
standards receives an order from an advertising agency for a full 
page advertisement to appear in an early issue. The advertiser is a 
manufacturer of pharmaceuticals and the product to be advertised 
is recommended for use in the treatment of periodontal disease. 
Naturally, the editor or advertising manager is pleased that his publi- 
cation has been selected and promptly acknowledges receipt of the 
order. When the copy arrives it seems innocuous enough. It merely 
advocates the use of the product in the treatment of usual perio- 
dontal conditions and cites numerous references to the dental liter- 
ature as supportive evidence. Because of the nature of the product 
and the claims made for it the advertising manager reads the copy 
carefully and seeing nothing obviously amiss decides to accept the 
copy and run it. What the advertising manager did not know was 
that the product had been placed in Class D by the Council on Den- 
tal Therapeutics of the American Dental Association. Products so 
classified are those “which are unacceptable because of their demon- 
strated inability to meet the standards outlined in the provisions for 
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acceptance.” * Had the publication’s advertising been governed by 
a written set of standards requiring preferential classification by the 
Council on Dental Therapeutics, the advertising product in ques- 
tion would have been declined out of hand and the dentist-readers 
and their patients would have been better served. 

This leads to the second reason for having a good set of standards 
—the need for an administrative device to determine the eligibility 
of both product and advertising copy. In the hypothetical case cited, 
the advertising manager was, of necessity, working in a vacuum. 
Without a set of standards he has to make his decisions on his essen- 
tially meager knowledge of the vast number of products that are of- 
fered to the profession via advertising. His decision must be personal 
and subjective and therefore frequently wrong. He makes himself 
vulnerable to the criticism that he is accepting unworthy advertising, 
and is inconsistent in his decisions. 

It’s a good deal like running a credit department of a business 
without any rules to govern who is entitled to credit. Does a credit 
manager make his decisions on credit worthiness of an individual 
by appearances? Indeed not! He checks the applicant’s bank and 
trade references. He wants to know about his job and how long he 
has had it. Does he own his home or rent? In other words he wants 
full information before extending credit and if the information does 
not show the individual to be entitled to credit, he doesn’t get it. 
And he’s only dealing in property—not people and their health as 
in the case of the dental publisher. 

A good set of advertising standards will do for the advertising 
manager what a set of basic requirements for credit will do for a 
credit manager. It will enable him to make good decisions on accept- 
ability of advertising—consistently good decisions, and remove the 
danger of bad decisions, a constant danger when the advertising man- 
ager works in a policy vacuum. 

How will the interested dental editor or advertising manager go 
about developing a suitable set of advertising standards for his publi- 
cation? Fortunately, he doesn’t have to look far. The American As- 
sociation of Dental Editors has adopted a code entitled The Princi- 
ples of the Advertising Code which it recommends as a “basis for all 


* Accepted Dental Remedies, 1960. p. VIII. 
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dental publications.” It is an excellent statement of principles and 
will be very helpful in approaching the task. The American Dental 
Association Advertising and Exhibit Standards are, in effect, an ap- 
plication of the preamble of the Principles which reads as follows: 


No dental journal should accept the advertising of unworthy or unde- 
sirable products, the use of which might endanger the comfort, appearance 
or health of the final consumers. 

No dental journal should accept the advertising of products, the claims 
for which are therein extravagantly represented, or that are presented 
without proper regard for the spirit or traditions of a scientific profession, 
or that are dishonestly or fraudently marketed. 


The American Dental Association standards are based on this 


statement: 
AMERICAN DENTAL ASSOCIATION 
ADVERTISING AND EXHIBIT STANDARDS 


The standards for advertising and exhibit of the American Dental Asso- 
ciation are established to contribute to the promotion and protection of 
the public health. To this end, both the text of the advertising itself and 
the texts, methods and materials used in the promotion of a product or 
service will be used as measures of eligibility for advertising and exhibit. 
Any product or service is eligible for advertising and exhibit in publications 
and meetings of the American Dental Association under the following con- 
ditions: 

1. The advertising, exhibit or promotion of a product shall not violate, 
or assist in violating, any dental practice act or other governmental regu- 
lation or statute. 

2. The advertising, exhibit or promotion shall not relate to products or 
services which have been adjudged worthless, dangerous, or of secret compo- 
sition, by official action of appropriate agencies or consultants of the Ameri- 
can Dental Association. 

8. The advertising, exhibit or promotion shall not include claims of 
a type which have been the subject of unfavorable decision by the Federal 
Trade Commission or the Food and Drug Administration. 

4. The advertising, exhibit or promotion may not relate to a product 
which is considered for acceptance by the Council on Dental Therapeutics 
of the American Dental Association and which has not been classified or 
which has been placed in Class C or D by official action of that agency. 

5. The advertising, exhibit or promotion may not state or imply that a 
dentist or physician is in any way connected with the product or service, 
except that this restriction shall not apply to textbooks and other printed 
material produced for professional purposes. 

6. The advertising, exhibit or promotion used in other media shall be 
consistent with the spirit and letter of these standards. 


This set of standards in written form has been in effect since 1953 
and has met fully the requirements of the American Dental Associa- 
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tion for a practical and equitable guide in the acceptance of adver- 
tising for its publications. In fact many dental societies have adopted 
the American Dental Association standards to their own needs and 
have likewise found them to be both practical and equitable. Dental 
societies which have not yet formally adopted advertising standards 
will find the statement of the American Association of Dental Edi- 
tors and the American Dental Association highly useful in their 
own quests for practical policy in this important area of Association 
activity. 


222 East Superior Street 
Chicago 11, Illinois 


Selection of an Editor 


T. F. McBRIDE, D.D.S. 


By and large, dental organizations do not give much thought to 
the selection of an editor. That statement is the essence of this ar- 
ticle; but without elaboration it wouldn’t make for much of a paper. 

A study of the answers and comments on 188 questionnaires in a 
recent survey of dental periodicals,’ plus a review of the exchange 
publications currently coming to the desk of this editor, indicate that 
dental organizations generally are outstandingly unaware that the 
reflective selection of a capable editor is a responsibility they should 
assume. 

This observation is not new; the early Transactions of the Amer- 
ican Association of Dental Editors show clearly that, as long ago as 
twenty to twenty-five years, this was considered a problem to be 
faced. Many of the criticisms made and the solutions presented dur- 
ing that period are as true today as they were then. As a background 
for the consideration of the selection of an editor, it is appropriate 
and revealing to note a few of these observations. 

John E. Gurley quoted? L. F. Leland as saying that an editor 
should be possessed of a “‘keen mind, a willingness to learn, and a ca- 
pacity for work.” 


Editor, American College of Dentists. 
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Harold Hillenbrand, in pointing out that one of the problems in 
the management of dental periodicals lies in the selection of an ed- 
itor said:® 


Because this job demands certain basic qualifications, it should not be 
awarded on a political basis or because someone has had a year’s experience 
on the high school paper to qualify him for the task. Editors should be 
selected on a basis of knowledge, experience and background. If no indi- 
vidual possessing all three is available, a man should be chosen who will, 
through study and effort, bring himself to a respectable degree of knowl- 
edge in this important field. 


And in commenting on editorial writing, which surely is a facet 
in the selection of an editor, Hillenbrand went on to say: 


The editorials in most dental journals should only be the subject of 
criticism or charity. The present state of editorial writing represents one of 
the most severe deficiencies in dental journalism. The reasons for this low 
state are not hard to find: the outlook of many editors is provincial, unin- 
formed and uninteresting. The purpose and the power of the editorial are 
not understood. The editorials themselves seem to be written without in- 
spiration, research, effort or style. They are dedicated to subjects of colossal 
unimportance, to inspirational themes that have driven better writers to 
the hack’s grave, to dusty trips through the backroads of inaccurate dental 
history, to whining about a state of affairs for which the editor has no 
constructive suggestion, to special pleading, and to chatty personalities that 
should have no place in an editorial at all. This is a severe indictment, 
but a search through current dental publications will reveal an almost 
complete lack of editorial guidance, interpretation and stimulation on 
problems that are at least of passing interest to dentists. It is here that 
one of the greatest failures of current dental journalism is manifest: the 
failure to exercise the function of informing, guiding and leading opinion 
in community, state and country. 


Grace Rogers Spalding was of the opinion‘ that: 


Dental journalism should be a career but as it usually carried on, it is 
worked in among bread winning activities, on scraps of time, by good 
natured members of dental organizations. Too often the position of dental 
editor is a careless political appointment or selection. This is at times 
more trying to the recipient of the honor than to the readers of his publi- 
cation. 


She also suggested that: “It might be better for prospective dental 
editors to seek the position rather than have it thrust upon them. In 
any case, the selection should be the result of a study of the needs, 
and earnest consideration of available dentists.” 
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William J. Gies stated® that: 


Societies that publish dental journals should endeavor to acquire the 
best possible editorial leadership for their periodicals, and should pay 
honoraria sufficent to enable the editors to give their best service without 
attendant economic anxiety. Dental journalism is what the editors make 
it. But editors cannot make dental journals what the best professional 
interests require until dental journalism becomes a major educational ob- 
jective, and receives commensurate support from each of the responsible 
dental societies. Editorial efficiency and achievement, as in all other fields, 
are—in all but exceptional instances—products of aptitude, attention, un- 
derstanding, devotion, imagination, correlated by industrious endeavor and 
matured by constructive experience. 


Elmer S. Best said® that the dental editor “must have or develop 
breadth and depth of understanding. His outlook must be liberal 
and wide and he must read and study without ceasing. He must be 
well informed; he must select, write, and review abstracts; he must 
edit and teach; he must do all these things with wisdom, in a fine 
frenzy for his labor of love.” 

Edward J. Ryan, discussing the editor as a personality, was most 
forthright when he stated:? 


He [the editor] should not set himself up as a pontifical censor. He 
should not give prominent space to his adherents and deny publication 
to his opponents. He should not be a specialist, in a partition sense; that 
is, he should see the whole view of dentistry. He should recognize that 
every department of dentistry is as important as another. He should not be 
a spokesman for a political clique. He should have his appointment because 
of ability to do the editorial job, and as a condition of this appointment, 
he should not be asked or expected to pull his punches or to puff his 
political partisans. He should not be a transitory appointee—one who 
exists from year to year on the thin whims of dental politicians. He should 
be assured of some continuity in his job, freedom to do it well, safe from 
the reprisals of the disgruntled. He should not be a propagandist for 
anything. He should be one constantly striving to examine every aspect 
of dental life. Above all, he cannot be an inflexible personality. Finally, if 
the editorial job in dental journalism or elsewhere is to be done well, the 
editor must have some financial support. 


Even I entered into a discussion on current deficiencies in dental 
journalism by commenting:® 


Our editorial writing shows the need for more intelligent deliberations, 
for less recourse to inspirational themes, for a more liberal and scientific 
point-of-view, and for less uninteresting treatment of dull topics. Our writ- 
ings do not always meet prevailing conditions, nor satisfy the inquiring 
mind. We are too narrow in our editorial outlook; the periphery of our 














190 JOURNAL OF THE AMERICAN COLLEGE OF DENTISTS 


approach to professional problems too frequently extends but to the limits 
of our local community or state—beyond that, the questions are vague and 
remote, and we treat them as such. We do not always make ourselves un- 
derstood; neither do we maintain the interest of our readers, nor win 
their confidence. The demands of clarity, conciseness, directness, and sim- 
plicity are frequently ignored, and originality is a forgotten thing. Many 
of our editorial expressions seem to be written for our forefathers, and 
the men of today—those awake to the questions of advancing professional- 


ism—are seldom considered. 
At times our editorials are too complacent, when the situation demands 


that we startle our readers and prod them into action. Often we forget 
that our editorials are to inform, interpret, convince, influence, and enter- 
tain our readers. If the measuring stick of leadership value, literary quality, 
and professional value were laid upon many of our editorials, they would 
be found wanting. 


And so far as the selection of an editor was concerned, I went on 
to say that: ‘‘. .. we should exert our influence to impress societies 
and organizations that editor appointments should be given more 
careful deliberation. Selections based on friendships, on a nebulous 
acquaintance with general literature, or for political reasons, must 
be supplanted by selections based on a reasonable amount of ability, 
interest, and training.” 

E. G. Meisel, in discussing some of the problems in dental jour- 
nalism, had this to say® about the editor: 


Editorial ability is not inherent in dentists, but it may be developed 
through study, training, and experience. One sure way to better journals 
and better journalism is through better editors. Hence care should be 
exercised in weighing the qualifications of a candidate who is being con- 


sidered for editor. 


Only about thirteen years ago, Gardner Foley in commenting? on 
the responsibilities of dental journalism asked the question: “What 
... are the touchstones by which we can measure the qualifications 
of a good dental editor?” He continued: “he should have a keen, 
analytical mind, with a broad educational background which should 
include a good working knowledge of the humanities. He should be 
a highly regarded member of the profession, respected both for his 
abilities and his integrity and recognized for his knowledge of the 
character of his profession: its science and art, its ethical and social 
implications, its history and its possibilities.” 

It is fitting in this discussion about the selection of an editor to 
record, in its entirety, Chapter 3 of A Manual for Dental Editors, 
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published by the American Association of Dental Editors in 1953 
(2nd edition): 


The evolution of a dental periodical, in professional character and in 
literary quality, depends chiefly on the editor. The relation of an editor 
to his periodical is like that of the brain and nervous system to the body 
and behavior. This analogy—and the variations it implies—suggests the 
general reasons for the range not only from ineptitude to genius in human 
beings but also from failure to brilliant success in editors. 

The editor’s policies obviously should be in general accord with the 
society’s purpose in publishing a magazine. Editorial functions rank, in 
importance and responsibility, from those for a leaflet bulletin to those for 
a journal of the highest professional type. Editorial efficiency and achieve- 
ment, as in all other fields, are products of aptitude, attention, and under- 
standing, devotion and imagination, correlated by industrious effort and 
matured by constructive experience. 

Any set of so-called minimum requirements for the editor of a dental 
publication should include the following qualifications and conditions: 

He should be devoted to the ideals and objectives of the dental profes- 
sion. 

He should be professionally representative and should have the esteem 
and confidence of his colleagues. 

He should be able to express effectively the professional views of dentists. 

The editor should have, or acquire, certain skills for attaining the dental 
society’s purpose in publishing the periodical. He should be aware of all 
activities in the field of the magazine’s interest. 

He should have sufficient facility in English composition to express his 
views effectually for publication and to remove errors and crudities from 
manuscripts accepted for publication. 

The editor should be able and free, within the restraints of ethical pro- 
fessional responsibility, to guide the development of the periodical’s pro- 
cedures and policies, to publish his convictions and to attain the journalistic 
leadership his abilities and opportunities warrant. 

He should receive sufficient remuneration and editorial assistance to en- 
able him to give the necessary time to his duties as editor. Z 

He should coordinate, in each issue, material that is well adapted to 
the attainment of the publication’s objective. He also should make effective 
contributions of his own through the editorial columns or otherwise. He 
should reject contributions that would not be suitable for his publication. 
He should welcome the expression of views, however unconventional, that 
would stimulate constructive thinking. 

In order to improve his publication and to make it more interesting, 
he should seek material that might not be available through the usual 
channels. 

The editor should maintain mutually satisfactory working relations with 
his publisher, his business manager and his contributors. 

He should edit, or have edited, all accepted manuscripts in conformity 
with a consistent style that is a part of the character of the publication. 
He should see that manuscripts are edited in accordance with the author's 
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meaning and literary style and should not intrude his own eccentricities 
and thoughts into articles written by others. 

The editor should acquire a sufficient familiarity with printing and ty- 
pography so that he can handle printing problems intelligently and can mark 
manuscripts properly for the printer. 

The tasks of an editor are many and onerous. When these are combined 
with the duties of a full professional practice without additional assistance, 
the results will be reflected in a less effective publication. A dental society, 
as publisher, must undertake to furnish the editor with sufficient technical 
help to enable him to carry out his duties promptly and efficiently. This 
problem can be solved partially by the appointment by the editor of assist- 
ant editors and by the delegation to the assistants of certain duties under 
the direction of the editor. The fact remains, however, that the task of pro- 
ducing an interesting publication at stated intervals cannot be carried on 
successfully for long periods of time by a single individual. 


These quotations of years back, that largely went unheeded, con- 
tain the general yet basic qualifications of a dental editor. Perhaps 
a few more might be added. But, everything considered, any dental 
organization aware of its responsibilities in this matter should pre- 
pare a yardstick to measure the capabilities of the man they select 
as their editor. 

In King John, Shakespeare said: “I had a thing to say, But I will 
fit it with some better time.” Now here is a thing to say, and there 
is no better time to say it: 

The quality of dental journalism seems to be ebbing. It should, 
and can, be improved. One way, perhaps the most effective way, is 
for dental organizations to select, to appoint, and to give fitting 
honoraria to dentists who will become truly “editors.” 
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Essayists and Manuscripts 
WILLIAM P. SCHOEN, JR., D.D.S., M.D.S. 


There seem to be more scientific meetings of dental societies now 
than ever before. It should follow that with more presentations being 
given, more scientific papers should be available for publication— 
but it doesn’t. There is still a great dearth of good papers for pub- 
lications, especially at the constituent society level as a review of 
most of the state journals will indicate. 

In general, the competent speaker is also a competent writer. If he 
happens to be cooperative too, the dental society gets both a good 
talk and a worthwhile paper for its journal. This is as it should be. 

However, some of the good essayists do not present the editor with 
a copy of his paper. Often the excuse is that the paper is to be given 
again soon on the program of a neighboring dental society. Actually, 
this is not a legitimate excuse, and usually is only an indication of 
laziness on the part of the essayist. Most sets of facts and comments, 
by judicious rewriting, can be compiled in several ways; also, they 
can appear under various titles. While admittedly this is more labor 
for the essayist, it would be a worthy service to the readers of con- 
stituent journals, since few of these journals are read beyond the 
boundaries of the particular state. 

Then there are the inadequate essayists who appear before dental 
groups right along. This mainly is a problem for program chairmen 
to solve; the editor knows it to be a truism that a poor talk can 
hardly make for a good paper. 

Another type of essayist is the “off the cuff” or unorganized 
speaker. Frequently he has ability, clinical or otherwise, but because 
he is poorly prepared he does a mediocre speaking job. If this type of 
speaker would be asked to write a paper for publication before his 
public appearance, many times it would be found that his material 
would be much better organized and he would make a more credit- 
able presentation—and the editor would have a paper as well. 

Since the advent of the color slide, some interesting and showy 
presentations have been made. But there has also been bred a group 
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of “color slide specialists.” Frequently one learns little from this type 
of speaker except how many bloody operations or extensive rehabil- 
itations he claims to have done. Sometimes he intimates that these 
operations are beyond the limited abilities of his audience. Natural- 
ly, these essayists have no papers to offer for publication. 

It is my contention that some of these “look what I do” im- 
presarios should not be asked to speak on dental society programs. 
Others in this group, however, might be induced to write a paper 
based on the color slide talk, with a few black and white illustrations, 
that could and should be published. His slide lecture could be pre- 
sented as usual to the listening dental audience. 

Most constituent dental societies could, and would be glad to 
publish more good papers; however their meetings do not seem to 
produce these papers. A simple way to help themselves out of this 
unfortunate situation would be by requiring that each essayist sub- 
mit a paper suitable for inclusion in the state journal before the 
meeting date. The policy might even be—no paper, no talk. Such 
a procedure would not just secure needed papers, satisfy readers, 


and make for better journalism, but it would improve the quality 
of dental programs immeasurably. 


1757 W. Harrison St. 
Chicago 12, Illinois 


OBJECTIVES 
Committee on Journalism 


“The Committee on Journalism of the American College of 
Dentists has for its primary objective the continual betterment 
of dental periodical literature. 

“The Committee, in all its efforts, will support and sustain 
that literature; and will encourage and promote ever-widen- 
ing use of that literature as a major part of a continuing ed- 
ucation effort. The Committee has the sound determination 
to improve the quality of, and to stimulate interest in, dental 
periodical literature, to the end that the virtues of our dental 
journalism may be more fully realized and appreciated, its in- 
adequacies understood and remedied, and its development 
made a source of pride and inspiration to dentists every- 


where.” 























The Craftsman and the Dentist: 
From Cutler to Dental Manufacturer 


GEORGE B. DENTON, Ph.D. 


Throughout the dentist’s history, he has been dependent upon 
various craftsmen for services, materials, tools, and instruments. In 
the earlier years these artisans included the jeweler, the enameler, 
the foundryman, the mounter, the gold beater, the ivory turner, and 
the cutler. This paper will concern only the cutler and will attempt 
to trace his development to meet the needs of surgeons and par- 
ticularly dentists. 

Next to the jeweler and his associated craftsmen, the artisan on 
whom the dentist was most dependent was the cutler. This craft was 
concerned principally with the manufacture of knives of all sorts, 
especially dinner service; but until early in the nineteenth century, 
when the making of surgical instruments became a separate art, the 
cutler usually supplied all the needs of the surgeon and the dentist 
for lancets, scalpels, and other special knives, as well as for forceps 
of all descriptions, elevators, trephines, and many special laboratory 
tools. 

Cutlery had been organized from at least the beginning of the 
thirteenth century. It had become an important industry in Europe 
in the eighteenth century. France numbered 1,108 masters in the 
art, and 6,934 artisans. In Germany, and particularly in England, 
the cutlery business was even more extensive. In France, the ofiginal 
statutes of the cutlers, issued in 1565 and confirmed in 1608, granted 
to them a monopoly of the manufacture of surgical instruments, and 
this right was retained until the close of the eighteenth century. At 
the end of the seventeenth century there were several cutlers fa- 
mous for their manufacture of surgical instruments. 

In the earlier days at least, surgical and dental instruments were 
for the most part invented and improved by surgeons. But in order 
to get their ideas realized in metal, they were obliged to rely on the 
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skill and technical knowledge of artisans of the cutler’s craft. Some 
of the earliest famous surgeons, such as Guy de Chauliac (1363) and 
Ambroise Paré (latter sixteenth century), discussed the form and 
consruction of the instruments used in various operations; but these 
authors had little to say about their manufacture or the men who 
made them. Similarly, Scultetus (Johann Schultes), who in his 
Armamentarium chirurgicum (published in 1693) furnished the 
first important account of all the instruments used up to his time 
by the surgeon, ignored the artisan who constructed them. 

Early in the eighteenth century, the celebrated surgeon, Jean 
Louis Petit, gave a course of public demonstrations, repeated sev- 
eral years, at the Surgeons’ Amphitheatre (Amphithéatre des Chi- 
rurgiens) of Paris, in order to make students acquainted with the 
character, form, and requirements of surgical instruments, and per- 
haps even to instruct the cutlers by making his explanations so that 
“even the workmen derive profit for their good construction.” Re- 
lying heavily on this course for information with regard to recent 
instruments and improvements, the surgeon, Garengeot, in 1723, 
published a work entitled New Treatise on the Most Useful Instru- 
ments of Surgery (Nouveau Traité des Instrumens de Chirurgie 
les Plus Utiles) in which the instruments used in all surgical opera- 
tions of the time were presented with regard to their construction 
and use. Dental instruments were included. 

The purpose of the work was partly to be instructive to young 
surgeons and partly to be “very useful to cutlers.” It was expected 
that the manufacturer should learn the best design and proportions 
of every instrument from this work. In order to carry out this plan, 
Garengeot enlisted the aid of a well known Parisian cutler, Guil- 
laume Vigneron, Jr., who not only supplied him with the cutler’s 
technical language for describing the parts of the instruments but 
furnished him with the instruments themselves, which were re- 
produced in the illustrations, marked with the sign of the maker, 
“the ace of clubs” on each instrument. Garengeot acknowledged 
that the credit due the cutler was similar to that received by the 
surgeon. “If surgeons who invent instruments more convenient and 
more perfect than those that preceded them,” he wrote, “deserve the 
esteem of good and skilful people, then, likewise, the artists who 
know so well how to carry out their plans, have also a share in 
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their glory and acquire a superior reputation in the profession.” 

Paris was especially distinguished for cutlers who specialized in 
surgical instruments. The most important cutler of this sort in the 
eighteenth century was Jean Jacques Perret (1730-1784). In order 
to secure the proper scientific background, Perret studied anatomy 
at l’Ecole de Médecine in Paris, where he was encouraged in his 
ambition by several distinguished physicians of the Faculty. When 
he finished his training in the craft and became master cutler in 
1753, he established himself in Paris and employed twenty work- 
men in the manufacture of surgical instruments. His manufactory 
was a considerable establishment, for factories of that time seldom 
employed more workmen. Perret wrote a three-volume folio work 
The Art of Cutlery (lv Art de la Coutellerie) published by the Acadé- 
mie in 1772 and beautifully illustrated with engravings depicting 
the articles in full size. He gave particular attention in this work 
to surgical instruments, describing not only their form, but also their 
construction and manufacture. He described and depicted in the 
plates numerous dental instruments. There were explorers, cotton- 
carriers, files, cauteries, and pluggers. Forceps, pelicans, elevators, 
keys, the goat’s-foot, and other extraction instruments were set forth 
at length. In the text, wherever possible, Perret indicated the in- 
ventor of the instrument or the person who had improved it. The 
originator in most cases was a dentist, but now and then a cutler 
was mentioned as having modified the device to advantage, and fre- 
quently it was Perret himself who was named. The construction of 
forceps was explained with illustrations for the various steps in the 
process. The prices of instruments used in dentistry were not ex- 
orbitant for hand-made work. Most of the one-piece instruments, 
like scalers, were one franc if made of iron; two francs if made of 
steel. Forceps of iron were two francs; of steel, three francs. The 
highest priced dental instrument made by Perret, a complicated ex- 
traction device, cost twenty-four francs. 

In the early nineteenth century, the best known cutler in France 
manufacturing surgical instruments was Charriére (1803-1876). 

Many of the early dentists in their books recommended specifically 
the instruments of well known cutlers. Jourdain, the eigtheenth cen- 
tury pioneer in oral surgery, mentioned Perret. 

During the early nineteenth century, the cutler specializing in 
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surgical instruments gradually became, or was superseded by, the 
surgical instrument maker. The latter abandoned the manufacture 
of service knives and other implements of daily life, and devoted 
himself to the making of surgical instruments, sometimes specializ- 
ing exclusively in certain types of instruments, for example, litho- 
trites or extraction forceps. Some of these craftsmen possessed con- 
siderable versatility and would construct original instruments in 
accordance with the needs or plans of the surgeon or dentist. 

One of the earliest of these surgical instruments makers in Eng- 
land was Jean Evrard (1807-1882), who came to be highly esteemed 
by dentists. He had been employed by Charriére, the cutler, in Paris, 
and later in London by Weiss, for whom he made lithotrites. He 
opened his own establishment in 1837, and continued to manufac- 
ture surgical instruments. Through the efforts of John Tomes, about 
1840, he was induced to enter the manufacture of extraction forceps. 
For Tomes he executed the famous anatomical forceps of that den- 
tist. In this field Evrard became preéminent. 

Another famous instrument maker, and pupil of Evrard’s, was 
Daniel Joseph Collins (1831-1901). In 1858, he set up for himself 
in London and became famous as a maker of forceps. His son, Wil- 
liam Henry Collins (born c. 1861) became equally well known and 
was still producing hand-wrought forceps for dentists in 1935. So 
thoroughgoing was the younger Collins’ knowledge of instrument- 
making that he was engaged, during the years 1910 to 1914, to 
demonstrate the manipulation and properties of steel and to teach 
students at the Royal Dental Hospital to forge and finish various 
dental instruments. 

It was one of the ambitions of the young dentist in the middle of 
the nineteenth century to possess forceps made by some famous in- 
strument maker. 

In America skilled workers such as those in England and France 
were unknown in the early years of the nineteenth century. Accord- 
ing to Josiah Flagg, all forceps of any merit in this country were 
imported from Europe until 1820. Conditions improved shortly, 
however, for Chapin A. Harris and other prominent dentists in the 
early forties were recommending instruments produced by crafts- 
men such as Francis Arnold of Baltimore. Instruments such as these 
were sometimes offered as prizes for excellence in scholarship, as 
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for instance, in the Baltimore College of Dental Surgery, where a 
set of Arnold's forceps was given as such a reward. 

Almost imperceptibly, the instrument maker specializing in den- 
tal equipment, was more or less superseded by the dental manu- 
facture and dealer in dental supplies. This business arose largely 
out of the dentist’s need for porcelain denture teeth. The men who 
developed this new department were frequently dentists who had 
succeeded in the manufacture of teeth to a greater degree than their 
colleagues, or they were craftsmen—often jewelers—who had tried 
their hand at the art. Besides artificial teeth, there was one other 
fundamental need of the dentist in the early decades of the nine- 
teenth century which he could not fulfill himself. This was the 
manufacture of forceps. Originally, only the instrument maker could 
fulfill this need satisfactorily, but the manufacturer soon attempted 
‘to compete. “To men like Mr. Evrard,” wrote the editor of the 
British Journal of Dental Science in 1881, “we are indebted for some 
of our most perfect instruments. Mr. Evrard is an artist, and all he 
does bears the stamp of perfect workmanship combined with 
thoughtful adaptation. We have also other makers who deserve the 
highest praise. At one time ‘Depot forceps,’ as they were called, re- 
ceived but scant attention. A student prided himself upon his set of 
‘Evrard’s’ or ‘Collins’,’ but old firms like Messrs. C. Ash & Sons de- 
vote so much attention to the manufacture of their various instru- 
ments that many of their forceps may be compared with the very 
best designs.” 

Broadening his business by selling instruments and, ultimately, 
gold foil along with his porcelain teeth, the manufacturer differen- 
tiated himself from the instrument maker. Sometimes the dental 
dealer manufactured none of the products which he sold, and es- 
tablished the dental “depot.” The well-known American dentist, 
Solyman Brown, who added to his dental practice the sale of all 
sorts of dental supplies was an example of this sort of dealer. 

In England, the great firm established by Claudius Ash in the 
early years of the nineteenth century is representative of the develop- 
ment of manufacturers. In 1814, Ash and Sons were silversmiths in 
London. His four sons had been his apprentices. Two of these be- 
came important in the dental manufacturing business into which 
the firm entered. George Ash, who became a dentist, served as man- 
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ager of the teeth and rubber factory which the firm established in 
1862. Claudius Ash, the father, had experimented extensively with 
porcelain in an attempt to improve denture teeth, and later manu- 
factured the tube teeth for which the firm became famous. William 
Ash was at the head of the precious metal department of the com- 
pany. 

In America numerous manufacturers of dental instruments and 
supplies came into existence. Among these were Horatio Kern, 
Chevalier, and Samuel Stockton. 

The latter, a dentist, was among the successful tooth manufac- 
turers of Philadelphia, and between 1830 and 1845 he was one of 
the foremost producers. His nephew, Samuel Stockton White, was 
indentured to him in the year 1838, to learn the manufacturing of 
teeth and the art of dentistry. The latter pursuit he studied under 
the tutelage of J. deHaven White, a dentist. Having completed his 
apprenticeship with his uncle a year earlier, S. S$. White, in 1844, 
began the business of tooth manufacture for himself on a small 
scale, with the help of two assistants. Shortly, he was joined by two 
partners, and in 1851 the firm became Jones, White, and McCurdy. 
By this time, other needs of the dentist had been added to the stock 
for sale. In 1867, by the employment of machine instrument-makers 
in an outside shop, the company began the production of their own 
steel forceps. After various vicissitudes of the original company, the 
firm of S. S. White Dental Manufacturing Company was organized 
in 1881, and it has since expanded until it is the largest in the world. 


222 East Superior St. 
Chicago 11, Illinois 








The College Sections: 
Activities and Selection of Fellows 
STEPHEN P. FORREST, B.S., D.D.S., M.S. 


On January 9, 1960, a meeting of fifteen Fellows of the American 
College of Dentists, representing eight sections from the Eastern 
half of the United States, was held in the Central Office of the Col- 
lege here in St. Louis. The meeting came about as a result of a dis- 
cussion on section activities by the Board of Regents at their 1959 
New York session. 

It was my privilege as chairman of our section to attend. This was 
an enthusiastic all day meeting, of the brainstorming type, and was 
moderated skillfully throughout the day by Secretary Brandhorst. 
Essentially the purpose of the meeting was “to find ways of stimu- 
lating activity by the sections of the College, and to find ways and 
means of carrying forward the objectives of the College at the local 
level.” In other words, how could a section be stimulated into be- 
coming a “working organization?” I use the phrase “working organi- 
zation” mainly because the Fellows of the College are known for 
their industry, and because the By-laws state that ‘““The purpose of 
the sections of the College is to carry on the activities and to promote 
the purposes and objectives of the College at the local level.” 

Thus the very existence of a section depends on work if it is to 
share in the intellectual ideas of the College, and on hard work in 
order to extend the following principles and objectives: 


. To promote the ideals of the dental profession. 

. To advance the standards and efficiency of dentistry. 

. To encourage, stimulate, and promote research. 

. To encourage graduate studies and continuing educational effort by 
dentists. 

. To improve the development and use of measures for the control and 
prevention of oral disorders. 

. To improve public understanding and appreciation of oral health service. 

. To cooperate with other groups for the advancement of professional 
relationships in the interest of the public. 


Presented at a meeting of the St. Louis Section, January 26, 1960. 
Dr. Forrest is Chairman of the St. Louis Section, American College of Dentists, and 


Dean of the School of Dentistry, St. Louis University. 
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To achieve these aims requires something of the individual, re- 
quires work. The purposes of the College are the intellectual trail 
blazers to the reward contained in the last of the objectives: ‘““To 
recognize meritorious achievement . . . by conferring Fellowship in 
the College on those persons properly selected to receive such honor.” 

I give good hope that the sections of the College will become 
more and more fine “work organizations.”” And I do hope that the 
sections will not become workless, non-contributory, “hollow organi- 
zations.” We know how to work. It was that—work for the profes- 
sion and the public—that brought Fellowship to everyone in this 
room. It was hard work with hands and heart and head, and with 
some frustrations, many disappointments, and an occasional heart- 
break. 

Sections should engage in activities suggested by the College, or 
by their own membership, in order to help fulfill and further the 
plans of the parent organization. Sections might interest themselves 
in one or more of the work plans suggested: work through special 
studies and activities; work through bettering programs and publi- 
cations, and sponsoring demonstrations and lectureships; work 
through establishing special projects and awards; and work through 
example. Example is so important. It was noted by a Fellow at the 
meeting that one wrong professional act by a member of the College, 
or one wrong word, often leaves impressions which many years of 
education will be powerless to wear away. 

One suggestion to come out of this meeting was that a section 
activity need not be planned for Fellows alone, but that the program 
selected could be projected to include large members of professional 
colleagues. 

What are the sections doing at the present time? How often do 
they meet? About a dozen meet more than once a year. Three sec- 
tions hold all day meetings; fourteen have dinner meetings; five, 
luncheon meetings; one, a breakfast meeting; and one, an outing 
with dinner. Many of these are held in conjunction with local and 
state dental meetings. 

A study of current section activities shows a rather wide variety. 
Some function through local and state committees. Some engage in 
recruitment activities, professional relationships, and by providing 
emergency dental care. A few have a committee structure similar 
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to the national set-up and conduct similar studies at the local level. 
Others provide special student awards, support essay competitions, 
and direct attention to the College by sponsoring senior student 
dinners. And several spend time in studies of problems peculiar to 
their respective areas. 

Most sections are of the opinion that they should involve the 
minds of all the Fellows in the section in a workshop-like effort to 
seek out the immediate and the long-range problems, and to establish 
a course of wise action and plans for the solution of these problems. 

I believe that the Fellows of the College should be standing at 
every crossroad where the purposes and objectives of the College 
are to be given direction. Fellows should be especially alert in those 
communities where special projects on recruitment and educational 
programs are being tried, so that they may place proper safeguards 
over these intensely practical problems of professional reproduction 
and revitalization. 

These are times when we are seeing some members of the pro- 
fession and the public striking out blindly to do the best they can 
with such serious problems as ethics, group dental care, dental lab- 
oratory relations, the new graduates, and continuing dental educa- 
tion. Without the strong leadership of the College adverse situations 
in these areas may arise and may continue for many years. The words 
charlatan and quack in more modern terms are appearing again 
and again in our literature. Perhaps these menacing characters are 
making their re-appearance in order to awaken a slumbering pro- 
fession to the fact that it must be on a never-ending search for new 
ways of being of greater and greater service to the public. 

Another discussion area at the meeting had to do with the selec- 
tion of Fellows. It was suggested that sections might consider a proj- 
ect that would study new procedures involved in the nomination, 
the processing, and the acceptance of persons for Fellowship in the 
College. Several of the section representatives raised storm warnings 
for members of the College to watch when nominating persons for 
Fellowship. They were alerting us to nominate only those individuals 
who have the potential for elevating the prestige of the College. 

One representative presented a check-list of attitudes on nomina- 
tion found among the members of his section. This was adapted 
from and based on an article, “What Are You? Savage or States- 
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man,” written by L. A. Appley, president of the American Man- 
agement Association, that appeared in Nations Business for March, 
1958. 

The first attitude, beginning at the bottom of the check-list, was 
savagery—'‘*The person is qualified for nomination, but he is not 
my friend; he is my enemy and I shall not nominate him.” 

The second attitude was slavery—‘“The person is qualified for 
nomination and will serve me for some consideration; I shall nomi- 
nate him.” 

The third attitude was paternalism—‘“The person should be 
cared for; I shall nominate him.” 

Still higher coming up the list was participation—“The person 
can contribute much to the organization; I shall nominate him.” 

Next to the top of the list was trusteeship—‘“That for which I am 
responsible is not mine. I am developing and administrating it for 
the benefit of others, and therefore the person I have in mind can 
help with this trusteeship; I shall nominate him.” 

Finally at the top of the list was statesmanship—‘This person is 
capable of being far more than he is, and it is my responsibility to 
help him to develop to his fullest potential; I shall nominate him.” 

The consensus was that we should nominate worthy persons who 
will bring new thoughts, new ideas, and new knowledge into the 
College; to nominate persons who have contributed much to the 
profession, the community, and the country; and who are aware 
that they must continue to keep on believing in the powerful ideal 
of lifelong “‘contributing.” 

Let us then remember this: we should think and think search- 
ingly about those who will be tomorrow’s Fellows. Think about 
those who have the potential to be always other-regarding. Think 
deeply about those who are dedicating their lives in the service of 
others and who seek no reward. Thus thinking we should then 
nominate these individuals for Fellowship because we need their 
help in our work for God and people. 


3556 Caroline Street 
St. Louis 4, Missouri 
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Editorial 


THIS ISSUE 


This last issue of 1960 presents much vital information for 
dentists in the United States, and offers stimulating reading for 
reflective thought, careful study, and subsequent action. 

In one form or another, this issue contains the proceedings of 
the Los Angeles Convocation of the American College of Dentists. 
A reading of these papers, reports, and minutes will point up the 
noteworthy aims of the College more than any printed general 
statement of objectives. You will note here the College in action: 
the presentation of worthwhile ideas and data, the directing of atten- 
tion to current and pressing trends in dental practice, and the call 
for leadership and initiative on the part of dentists and dental 
organizations. 

Dr. Gullett’s paper, “The Meaning of the Present’’—his presi- 
dential address—should be read several times. We should take a 
good hard look at what he is telling us about government supported 
health treatment schemes in operation in other countries. When he 
quotes John Donne it seems he may be urging us to read along the 
lines of that quotation a little farther: “. . . never send to know for 
whom the bell tolls: It tolls for thee.” 

There is a demanding opportunity, here and now, to read Dr. 
Gullett’s address and heed his challenge that the dental profession 
provide leadership. You will read where he says that we are on the 
threshold of alterations in the practice of dentistry, and that these 
changes can be drastic. And further, “Experience in many countries 
shows plainly that the leadership can pass into other hands.” 





It is with editorial pride that the JouRNAL publishes the studies 
and recommendations of the Commission on the Survey of Dentistry 
in the United States. There have been studies before this one—all 
worthy and of value: by Gies in 1926; Blauch in 1935; O’Rourke 
and Miner in 1941; and Horner in 1947, as well as others by the 
American Dental Association and the Public Health Service of the 
U.S. Department of Health, Education, and Welfare. This Survey 
of 1960 by the American Council on Education treats comprehen- 
sively the chief aspects of American dentistry as of now. 
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To quote the Chairman of the Commission, John A. Perkins, 
President, University of Delaware: “I think all of us on the Commis- 
sion have at times felt overwhelmed by the task of making a survey 
as comprehensive as this of a profession so important as dentistry. 
Yet, in our kind of democracy, where there is no central authority 
to regulate national life, there must be representative boards, com- 
mittees, and commissions to raise questions about all aspects of our 
society, with the idea of making suggestions or recommendations 
about changes which will provide greater service to the public.” This 
the Commission on the Survey of Dentistry has done. Arthur S. 
Adams, President, American Council on Education, has stated: “This 
willingness of dentistry to expose itself to inspection indicates a 
maturity and conscientiousness deserving high praise.” 

A Summary Report of the Commission was published last month 
by the American Council on Education. It is planned that the Final 
Report will appear in February, 1961. Your appetite for this final 
report, with all the sustaining arguments and the supporting data, 
will be whetted by a reading of the Survey Reports in this issue. 
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The Meaning of the Present 
DONALD W. GULLETT, D.D.S. 


A text for these remarks is to be found in the address of Arthur S. 
Flemming, Secretary of Health, Education, and Welfare at last year’s 
Convocation:“One thing is sure and that is that if the government, 
the dental and medical professions, and private groups cannot agree 
on a program that will meet the need, compulsory health insurance 
for the aged will win out; and if such provision is made for the aged, 
we will start on the road then for provision being made for com- 
pulsory health insurance for all age groups.”’ If the experience of 
other countries is studied it will be found quickly that this statement 
is absolutely true and applies in every case. Further, Mr. Flemming 
said: “We need to tackle this problem together.” He could have 
added that the health professions in all countries held back from 
tackling the real problem until too late and obtained compulsory 
health insurance. 

THE PROBLEM 


In order to understand the present situation it is necessary to re- 
view briefly the development of government in health affairs. Like 
the constitutions of other countries no reference to health of the 
public was made in the Constitution of the United States. The pat- 
tern of development surprisingly is similar in all developed coun- 
tries. The first need appeared in providing a health service for sea- 
men. This resulted in the establishment of the U. S. Public Health 
Service in 1798. Action following this initial move was exceedingly 
slow in that it was almost a century later before quarantine laws 
were passed. A few purely public health laws were adopted up to 
the end of World War I at which time medical and dental services 
were provided for veterans, and for the first time dentists were em- 
ployed to provide dental care for merchant seamen. The Social Se- 
curity Act of 1935 provided money specifically for health and wel- 
fare purposes. From this point onwards the interest and activity of 
government accelerated year by year. Health legislation has assumed 
greatly increased importance in recent years. 


President's Address, Los Angeles Convocation, October 16, 1960. Dr. Gullett is Sec- 
retary, Canadian Dental Association. 
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The first point to be noted is this accelerated action by government 
in the health field. Every session of government, federal or state, has 
health legislation in the hopper these days. This was not the case but 
a few years ago. The second point to emphasize is that whereas this 
legislation two or three decades ago had to do with public health ex- 
clusively, it is now concerned with treatment care. It is progressive 
in nature. Today it may be the provision of dental care for the aged, 
but tomorrow the care will be demanded for another group said to 
be equally deserving and perhaps more so. 

Two courses of procedure are adopted in bringing legislation for 
the provision and control of health care. In some countries massive 
legislation has been adopted converting private practice into a state 
scheme overnight. Of later years the method has been to introduce 
the plan piecemeal, group by group. The latter method is accom- 
plished with greater ease. 

Canada is a rather typical example of the adoption of security 
legislation piece by piece. By the early forties legislation had been 
adopted for old age pensions, mothers’ allowances, unemployment 
insurance and the other usual social security measures. As a con- 
tinuation of the security movement the national health plan came 
into being. This plan was divided into several phases with intervals 
of five years, more or less, between the introduction of each phase. 

he first phase consisted of several federal grants in aid to the 
provinces chiefly for hospital construction, research projects, surveys 
in preparation for health insurance, and training of pertinent per- 
sonnel. The next phase enlarged the grants to expand diagnostic fa- 
cilities. In 1957, compulsory hospital insurance was implemented as 
the third phase, and at the present time all Canadian hospitals are in 
the plan, save one province which is now preparing to enter the 
scheme. During this whole period discussions have been taking place 
respecting the inclusion of medical and dental treatment services, 
which as stated in the original planning are to follow. Already in 
one province the subject of medical services became an election issue 
last June, and as has occurred in other countries the electors gave 
support. During the election campaign it was stated frequently that 
dental services would follow as soon as medical services were in oper- 
ation. The Canadian experience illustrates the progressive nature of 
the movement. Furthermore, it will be observed that health services, 
as in other countries, is simply a continuation of the social security 





ee en Ee | 











THE MEANING OF THE PRESENT 215 


movement and not something separate and apart as so often con- 
tended. 

Study of the movement in the various countries promptly shows 
the progressive nature of the movement. It may be blocked or de- 
layed by political action but this proves in the end to be only a mat- 
ter of time. It would be exceedingly difficult for anyone to point out 
actual retrogression. 

During recent years alterations in health services have been oc- 
curring at a very rapid rate on a world-wide basis. The scientific ad- 
vancement of the last two or three decades has been remarkable. At 
the same time great changes have taken place in the methodology of 
rendering health services. In some countries the position of the prac- 
titioner has been entirely altered from that established by tradition. 
In some, the dentist has become a servant of the state. In other coun- 
tries the dentist may appear to be operating his practice freely, but 
what he actually is doing is carrying out the regulations as laid down 
by the state. Much of this is a far cry from the practice of dentistry 
under the individual responsibility of the dentist. 

Characteristically the dental profession has concentrated on the 
scientific advancement and actual practice of dentistry. In the mean- 
time a whole new social environment has developed. This develop- 
ment has occurred in all countries. The differences from country to 
country are only ones of intensity or degree. The titles or names 
given the movement vary. However, it matters little whether the 
movement is called social security, national health plan, or “cradle 
to the grave” security; the objective is the same. The point attempted 
here is not to argue for or against, but to acknowledge its existence. 
Undoubtedly the vast majority of dentists recognize this rapid change 
in society, but do they think of it in terms of affecting themselves in 
the practice of dentistry. 

Lest some misjudge, this speaker is by no means a radical nor does 
he think that some great colossal and compulsory health service is 
inevitable. On the other hand a crisis in health services has been 
building up on a world-wide basis, particularly during the last two 
decades, and the climax has been reached in every developed country 
save two or three. If action from outside the professions is to be 
avoided it will be necessary for constructive efforts to be made within 
the profession. In the light of experience elsewhere, acceleration of 
all activities in solving exisiting problems is essential. In doing so 
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the interests of both those who receive the services and those who 
provide the services must be understood and protected. The great 
difference between now and a few years ago is that decisions related 
to the methodology of health services have become two-party agree- 
ments whereas formerly alteration was determined by the profession 
alone. This is the problem to be met. 


COLLEGE ACTION 


The American College of Dentists has endeavoured over the years 
to secure factual information on this important matter. Over 20 
years ago as a part in the work of the Committee on the Costs of 
Medical Care (it is worth noting that from the beginning the em- 
phasis has been on economics) the College sponsored an investigation 
of health insurance in European countries. This study resulted in the 
publication of a book entitled The Way of Health Insurance by 
Simons and Sinai. Some of the conclusions in this report make inter- 
esting reading today. A few are well worth quoting: 


“There is practically no important opposition to the principle of health 
insurance in any country where it now exists.” 

“It is a question whether any of the systems called by that name are 
really insurance.” 

“Every attempt to apply the principles of voluntary insurance on a large 
scale basis has proved to be only a longer or shorter bridge on the way to 
a compulsory system.” 

“Wherever dentistry was not included from the beginning in an insurance 
scheme, the demand for its extention to dentistry has come from dental as- 
sociations.” 

These conclusions were set down over twenty years ago. A consider- 
able number of countries have introduced compulsory health insur- 
ance since, but there is no reason to alter the conclusions. 

Following World War II and with the implementation of the 
British “crade to the grave” security scheme, the College sent an in- 
vestigator, Dr. Raymond Meyers, to make a detailed study of the 
scheme. This study was published in the JouRNAL OF THE AMERICAN 
CoLLEcE oF Dentists in 1949. One of the most important statements 
in this report has to do with the insecurity of the dentist and this in a 
scheme called security. 

During the intervening years the College has endeavoured to 
gather factual information for utilization in solving the problem 
confronting us. Emphasis has been laid on the relationships between 
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the profession and the other components of society. One great ob- 
stacle presents itself in all this effort. Frankly stated, the obstacle is 
that too many dentists do not want to admit that a problem exists. 
Consequently these dentists do not want to even discuss it let alone 
make constructive effort toward solution. The same attitude of pro- 
fessional men was exhibited in countries which now have compul- 
sory health insurance. 

The most important thing in the whole matter lies in the system 
of administration. Studies in all countries point up this fact. We 
know that under voluntary systems administration becomes the im- 
portant thing. Without proper administration, proper services can- 
not be rendered and this is illustrated abundantly in studies of the 
numerous schemes. If the administration is right the scheme can 
work, but if the administration is wrong the scheme fails to give the 
dentist an opportunity to perform his services. The administrative 
system is vital to the practitioner. To achieve proper administration 
of any plan, voluntary or compulsory, negotiation must occur. Ne- 
gotiation is not a one-sided affair and to be successful requires not 
only the aims and objectives of the dental profession but also a 
thorough recognition of the endeavours and intentions of the other 
party. In turn this involves a familiarity with the environment of 
society today. On many occasions throughout the world the dental 
profession has lost out through unwillingness to face the issue, lack 
of recognition of the other party’s problem, or by simply taking a 
laissez faire attitude. 

This brings us to the crux of a present day situation. Until recent 
years, without question the dental profession administered all that 
was related to the practice of dentistry including the type of service 
to be rendered and the ethical atmosphere under which the services 
were rendered. Gradually today incipient arrangements are occurring 
wherein the profession does not exercise the control of yesterday. 
What of the future? Will these developments, now incipient, even- 
tually control a major part of the practice of dentistry? Largely the 
answer lies in the dental profession providing an administrative 
system in keeping with the economic and social trends of the day. 


OBJECTIVE COMMENT 


Up to this point endeavour has been made to establish that a 
problem does exist. There would appear to be difficulty in establish- 
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ing this fact in the minds of many. We live in a critical age when the 
professions, like every other group, are subject to severe criticism. 
In order to make progress we should be critical of ourselves. The 
question arises naturally what should we as individuals and as organ- 
ized groups be doing? 

First, there is in reality only one basic reason for the existence of 
the dental profession and that is to render a service. Need exists for 
strong re-emphasis on this most important premise. Service must oc- 
cupy first place in the practitioner’s mind. Just as soon as anything 
else is permitted to take this first position disaster follows as sure as 
night follows day. On this point rests the strongest argument that a 
profession possesses in any process of negotiation. It is the basis on 
which a profession has the right to expect different treatment than 
any other vocation. This principle is a protective one and requires 
constant guarding. Just as soon as the guard is lowered the profession 
is Open to accusations, true or false as they may be. Individually and 
collectively every dentist has a contribution to make in this respect 
which is insurance for the future. 

Second, ways and means must be found to widen the horizon of 
the dentist to new and unexplored social responsibilities. Recom- 
mendations will be made for revision of the dental curriculum to 
this effect but this will be exceedingly slow in action. The need is 
with us now. No one can criticize the scientific development of den- 
tistry, which has been phenomenal, but it is quite possible to criti- 
cize what might be called the development of the philosophical side 
of the profession. In order to accomplish this objective the time has 
arrived to take a good hard look at the type of program presented 
at conventions and meetings. The technics of dentistry are over- 
whelmingly important but there are other exceedingly important 
matters before the profession which require the attention of all, and 
these are being neglected. Real need exists for a better understanding 
of our social environment by the profession. It is not a question of 
what we may like or dislike but of understanding. John Donne, a 
brilliant writer of three centuries ago, said, “A man cannot be an 
island unto himself.” Today a profession cannot afford to be an 
island unto itself. Most leaders in the profession realize this point but 
find the means of implementation difficult. This cannot be accom- 
plished by tacking a few lectures on the undergraduate course. The 
social responsibility of the dental profession has widened consider- 
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ably and is dual in nature. Any decision on the methods in render- 
ing services is becoming one of negotiation between the profession 
and a second party. 

Third, statements made in opposition to state control of health 
services are repetitious, hackneyed, easily depleted, and non-effective. 
For the most part they are so frayed that the politician easily converts 
them to his own advantage. What is meant by saying—“‘only the best 
dentistry”? The social scientist replies that evidently the dental pro- 
fession is only interested in serving the best people, and the politician 
even more forcibly says that dentists are only interested in serving 
people with money. Of course it is not true but it is the interpreta- 
tion that counts. Again a great issue is made of bureaucratic control 
in statements made by the health professions. This is a most suitable 
statement in the hands of the astute politician for his own purposes. 
Those making such statements would do well to look more closely 
at some of the schemes being established. More realism is necessary 
in dealing with the subject. 

Fourth, these are stirring days of changing concepts. Apparently 
few lay organized groups exist which do not have ideas how health 
services should be operated. No door should be left closed, and 
the profession in full realization of current social trends should act 
quickly in providing solution to existing problems. Timed appropri- 
ately, the Commission on the Survey of Dentistry in the United 
States was established. The report, to be issued shortly, will contain 
a considerable number of pertinent recommendations. For example, 
strong recommendation will be made in respect to the use of auxil- 
iary personnel. An old economic rule states that when something can 
be done more cheaply and as efficiently it will be done eventually 
that way. The critics point out that commerce, industry, and other 
professions have made adjustment, but dentistry is still carried on 
by the most expensively trained individual—the dentist himself— 
attempting to do everything. Evidence exists that much less training 
is necessary in order to perform much of what the dentist now does 
himself and do it efficiently. The profession is bound by its obliga- 
tion to provide services, to investigate thoroughly and apply wherever 
possible means that will increase the amount and the availability of 
services. 

Fifth, a great deal appears in general literature today in respect to 
loss of individual leadership. Bigness has become an obsession. In the 
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minds of increasing numbers it is only the large group, association, 
or organization, including government, that can do anything. As a 
result the individual person counts himself as less and less. Such an 
attitude did not build the nation or create the civilization we now 
enjoy. Nor did this way of thinking bring the dental profession to 
its present important place in society. The constructive and critical 
contribution of the informed individual dentist is an urgent need 
in the solution of the problems facing dentistry. The best leadership 
comes when individual members of any group make contribution, 
and this is particularly true within a profession. One thing is certain, 
the resulting solution will have its effect on every dentist. 


CONCLUSION 


No attempt is made to prophesy what is going to happen. This 
would be rash indeed. Effort has been made to show that a problem 
does exist which demands solution. 

In some form, all developed countries have government supported 
health treatment schemes in operation. These vary from plans for 
veterans and less fortunate citizens to full comprehensive schemes for 
the whole population, including dental care. Emphasis is laid upon 
the point that in all countries the movement is progressive and never 
retrogressive. First one group of the population and/or one service 
is added and then another. The nature of the movement sharpens 
the need for constructive actions by the profession in finding solu- 
tion to the problems of making dental care available on an acceptable 
basis to all who demand it. Generally speaking, it can be said that in 
countries with comprehensive compulsory health insurance the 
health professions concentrated on opposition to the proposals and 
failed to take constructive action until too late. The best possible 
protection in time of stress is adequate defence. Such periods of 
adjustment are not only dangerous times but also bring opportuni- 
ties. The aim in these remarks is to establish the present position and 
indicate the need for constructive action by the profession. 

The meaning of the present is that were are on the threshold of 
alterations in the practice of dentistry. These changes can be drastic. 
Opportunity is offered for the dental profession to provide leader- 
ship. Experience in many countries shows plainly that the leader- 
ship can pass into other hands. The history of the College is replete 
with examples of strong leadership. To meet the present challenge it 
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is necessary that the American College of Dentists take up its re- 


sponsibility in an ardent manner. 


94 Coldstream Avenue 
Toronto, Canada 


No man is an J/and, intire of it selfe; every man is 
a peece of the Continent, a part of the maine: if a 
Clod bee washed away by the Sea, Europe is the lesse, 
as well as if a Promontorie were, as well as if a Man- 
nor of thy friends or of thine owne were; any mans 
death diminishes me, because I am involved in Man- 
kinde: And therefore never send to know for whom 
the bell tolls; It tolls for thee-—JOHN DONNE 
(1573-1631) 
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The Purpose of the Survey 


DONALD W. GULLETT, D.D.S. 


Early in 1950 the American Dental Association established a com- 
mittee to investigate the justification for a survey of the dental pro- 
fession. After confirming the need for such a survey this committee 
prepared a comprehensive and detailed prospectus. 

Unanimously, it was decided that the survey should be an objec- 
tive one. As a consequence, the American Council on Education 
undertook the responsibility for the survey and appointed 15 mem- 
bers to the Commission. The Commission appointed was made up 
of representatives of many sectors of our society, four of whom were 
members of the dental profession. Actually the Commission was 
organized and began its work in the late Spring of 1958. 

Staff became the first important problem and fortunately the 
American Council on Education was able to secure as Director Dr. 
Byron S. Hollinshead, who in turn was able to find capable staff 
members. These staff members interrupted their normal pursuits to 
serve the Commission. We are fortunate that these men will make 
what constitutes the first report on the survey here this morning. 

As stated in the original prospectus the Survey was organized into 
four divisions, namely: Dental Practice under Dr. Robert G. Kesel; 
Dental Education under Dr. William R. Mann; Dental Research 
under Dr. Robert G. Kesel; and Dental Health under Dr. Wesley O. 
Young. Under the same headings committees were formed with Dr. 
Robert A. Downs, as Chairman of the Health Committee; Dr. Jay H. 
Eshleman as Chairman of the Practice Committee; Dean Harold J. 
Noyes as Chairman of the Education Committee and Dr. Thomas J. 
Hill as Chairman of the Research Committee. In addition to the 
work of the committees some twenty-four special studies were con- 
ducted. Furthermore the total resources of the American Dental 
Association were made available to the Commission. The various 
American Dental Association’s councils and bureaus together with 
the headquarters staff as a whole gave freely of their time. 

In essence the purpose of the survey was to assess the position of 
the profession to the society it serves. The pattern established by 
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society is an ever-changing one. If a profession is to be effective then 
account must be taken of the social environment in which it seeks 
to serve. Consequently the report of the survey assesses the present 
position and makes recommendations for alteration directed toward 
improved relationships between the profession and society as a 
whole. 

Dr. Byron S. Hollinshead as Director of the survey, will address 
you on, ““The Approach to the Studies.” 


The Approach to the Studies 


BYRON S. HOLLINSHEAD, M.A., LL.D., L.H.D. 


To begin, may I express my warmest thanks to the members of 
the American College of Dentists who served on one or another of 
our Survey Committees on Health, Practice, Education, and Re- 
search. The chairmen of these committees—Dr. Robert A. Downs, 
Dr. Jay H. Eshleman, Dr. Harold J. Noyes, and Dr. Thomas J. Hill 
—are all members of the College, as are the four dentist members of 
the Commission itself: Dr. Otto W. Brandhorst, Dr. Willard C. 
Fleming, Dr. Donald W. Gullett, and Dr. Percy T. Phillips. The 
staff has a heavy obligation to these individuals, as well as to those 
members of the College who made certain special studies for us. 

I should like also to acknowledge the great debt of the Survey to 
the officers and staff of the American Dental Association beginning 
with Dr. Hillenbrand. They supplied information and help without 
stint; sometimes they must have felt pressed to the limits of en- 
durance. 

Again, we had valuable assistance from the people in the Division 
of Dental Resources of the United States Public Health Service and 
National Institutes of Health, and the National Institute of Dental 
Research. I hesitate to mention names because the list would be- 
come too long. I can hardly refrain, however, from giving public 
expression to our indebtedness to such College members as Dr. 
Francis A. Arnold, Jr., Dr. John W. Knutson, and Dr. Walter J. 


Pelton. 


Presented at the Los Angeles Convocation, October 16, 1960. Dr. Hollinshead is 
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To conclude the acknowledgments, may I introduce a personal 
note and pay tribute to my three colleagues on the platform this 
morning—Dr. Kesel, Dr. Mann, and Dr. Young, all members of 
the College. Each one contributed dedicated effort to his tasks; each 
possessed high competence in his field; and each gave his fullest 
cooperation to our joint endeavors. 

While I am on this personal note, I certainly should refer to the 
invaluable aid the staff has received from our associates in the 
Washington office of the American Council on Education. The long 
experience of the Council in conducting studies of this sort was a 
tremendous asset to us. 

My assignment this morning is to describe in a general way how 
the Survey was organized, as well as what it was trying to do. 

Questions as to the kind of study the Commission wished to un- 
dertake frequently were raised at its early meetings. The consensus 
seemed to be that it should be a combination of holding the mirror 
up to dentistry by data-gathering, as well as a critical analysis lead- 
ing to recommendations. In fact, the general opinion of the Commis- 
sion was very close to the definition contained in the original pro- 
spectus prepared by the American Dental Association, which said 
that “the objective” should be to “assess the achievement, resources, 
and potentialities of dentistry with a view to determining the de- 
sirable areas of future growth and development” for the purpose 
of “describing and recommending improved approaches, techniques, 
and methods for the better provision of an essential health service 
to the American people.” 

In addition to providing a well-defined objective, the original 
prospectus outlined projects which might be undertaken in the four 
fields of dental health, practice, education and research. The Survey 
staff used these suggestions as a partial guide in preparing its first 
outlines of work for the approval of the Commission. The debt of 
this study to the procedures outlined in the original prospectus is 
therefore very large. 

After the original outlines had been approved by the Commission, 
they were submitted to the appropriate sectional committees on 
health, practice, education, and research, where the outlines were 
again added to, subtracted from, or amended. 

The staff then began to prepare final work plans and timing 
schedules for the Survey. However, there were some additional stud- 
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ies closely related to the main survey but which for one reason or 
another the Commission did not wish to include within the scope of 
the report itself. Probably the most important of these was the 
gathering of public opinions about dentistry. To perform this im- 
portant task the Commission agreed to sponsor a study by the Na- 
tional Opinion Research Center of the University of Chicago. This 
organization had made previous studies in the dental field, the prin- 
cipal one being for the American College of Dentists in 1959. (For 
the Survey study the National Institute of Dental Research made a 
grant to the NORC which covered most of the cost.) In certain 
other fields the Commission also authorized special studies, some to 
be made by the staff, some by members of the sectional committees, 
and some by persons having no close relation to the Survey but 
possessing especial competence of one sort or another. In one case 
the Commission authorized a study on the legal basis of licensure, 
only to find that such a study had already been made; therefore, it 
simply reprinted two existing articles on the subject. 

At every step the work of the staff was supervised by the four 
sectional committees and the Commission. The committees met six 
times in two-day sessions, and the Commission met seven times in 
two- or three-day sessions. 

As the work proceeded it became evident that still other studies 
should be made which had not been planned originally. Therefore, 
the Commission sought some additional funds from the original 
donors and asked that the termination date of the Survey be post- 
poned for three months. These studies related particularly to auxil- 
iary personnel—hygienists, dental assistants, and dental technicians— 
and to dental health education in elementary schools. 

However, the organization of the final reports does not deviate 
in any significant way from the original outlines which, as was said, 
were modeled closely upon the prospectus which had been prepared 
earlier by the American Dental Association. 

Now may I shift from this general description of the organization 
of the studies to the other part of the question, what the Survey 
was trying to do. Since my colleagues on this program will say what 
the Survey did in the professional fields of dental health, practice, 
education, and research, I shall restrict myself to a brief discussion 
of what one of our Commission members, Dr. Willard C. Fleming, 
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called the fourth dimension in dental thinking. Fourth dimensional 
thinking, according to Dr. Fleming, is “when we [dentists] think 
of ourselves in relation to the world around us,” or in relation to 
social, economic, and political change. 

The Commission had many discussions on this topic, the respon- 
sibility of dentistry to society, as well as the responsibility of society 
to dentistry. The Commission’s concern about the need for a closer 
relation between the public and dentistry is reflected in one of its 
most important recommendations, which is that: 


The dental profession take the necessary steps to organize a national 
voluntary council on dental health. This citizen organization should be 
responsible for stimulating interest in the dental health problem and for 
developing support for programs of dental care, research, prevention, and 
education. 


I think it is safe to say that the thought behind this recommenda- 
tion extended both ways: the man in the street should have a better 
understanding of the importance of dentistry, and dental opinion 
would benefit by being more closely identified with public opinion. 

What are some of the social, economic, and political changes 
which have created the need for changes in the practice of dentis- 
try? Let me cite just three: Before 1900 75 per cent of our people 
lived in rural areas and 25 per cent in cities. Now that situation is 
more than reversed. In 1900 about 5 per cent of our young people 
went to high school; now it is about 85 per cent. At the turn of 
the century at least 70 per cent of our people were unskilled manual 
workers. Now that number is only about 15 per cent, and even they 
receive high enough wages to allow them to purchase most of the 
things that most people have. In short, most of our people now live 
in cities, and are much better educated and paid than they were 
a short sixty years ago. 

What these changes mean so far as dentistry is concerned are 
moot questions, but there are some obvious generalizations which 
can be made. In a highly industrialized and urbanized society, people 
work in groups and frequently purchase services in groups. There- 
fore, we may expect that in the future at least some aspects of dental 
care will be included in such group payment plans as Blue Cross, 
and that there will be a growth in the number of organizations using 
dental care plans. 
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Because most people now work on salaries, they expect to pay 
for goods and services by salary installments, and they protect them- 
selves against emergencies by insurance. The implications of this for 
dental practice are clear. 

Because there are not enough professional people and because 
some aspects of what they do may be delegated to technicians, we 
may expect an increasing use of auxiliaries. The increased use of 
technicians of one kind or another will enable the professional man 
or woman to give more services while keeping costs down. 

Because education is now more widespread, more dental health 
education will be given in the elementary schools and such education 
should improve the dental health care of children. 

Because a highly industrialized and urbanized society must come 
to rely increasingly on group services provided by voluntary or 
governmental agencies, we may expect more group action with rela- 
tion to prevention and education. Such action could relate to a 
more widespread fluoridation of water supplies, the support of dental 
clinics for indigents, greater support for dental schools, the support 
of dental inspection and care programs for children, and larger 
outlays for dental research. 

Since more young people are now being educated, the numbers 
being educated for dental service can and should be increased: 
dentists, hygienists, assistants, and technicians. Because we are now 
giving increased support, public and private, to our universities, 
they in turn should increase their support of dental schools. 

With more youngsters going to college and with colleges having 
higher standards, more and better students may be expected to apply 
to dental schools. The schools will need to improve their curricula 
and the quality of their instruction to recruit and retain these high 
quality students. 

Finally, the increasing numbers being educated and the increasing 
material and technical resources available make possible greatly im- 
proved research activities which might bring about some relief from 
man’s age-old suffering from dental troubles. We now have the edu- 
cation and the resources to do such research, and we should not 
postpone getting at it. 

Gentlemen of the American College of Dentists, it is some such 
generalizations as these which I think Dean Fleming had in mind 
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when he talked about the need for fourth dimensional thinking in 
dentistry which would relate the profession to the social, economic, 
and political changes we see about us. 

Dentistry has not been without such thinking. Indeed, I think 
the dental organizations may have exhibited more social awareness 
than most other professions. When one considers that the first dental 
school in the world was established only 120 years ago, and that 
the biological sciences were not very far advanced even fifty years 
ago, we may well marvel that the standards of scientific knowledge 
and technical skill required by modern dentistry are as high as they 


are. 
But to dwell on progress such as this induces the hazard of com- 
placency, and it is to reduce this hazard that surveys are made. 
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Dental Health 
WESLEY O. YOUNG, D.M.D., M.P.H. 


The first function of the Dental Health Section is to outline the 
nature and extent of the dental health problem with which succeed- 
ing portions of the report must deal. The basic outlines of this 
problem are simple enough. The primary factor is the high incidence 
of dental disease, much of which could be prevented if the scientific 
knowledge now available were fully utilized. This factor is compli- 
cated by the widespread failure of individuals to seek oral health 
care, either because they do not believe that a healthy mouth is 
worth the cost or inconvenience, or simply because they cannot 
afford it. The high incidence of disease and the failure to seek treat- 
ment results in an overwhelming accumulation of neglected dental 
need. Poor oral health is so common that for many individuals it 
is more a part of normal living than a source of concern. 

The full significance of this problem is most apparent when viewed 
against the background of our American culture. With a gross na- 
tional product equivalent to $2,500 for each man, woman, and 
child, this nation has the economic means to bring adequate oral 
health care within the reach of all. A mature profession, unexcelled 
in the world in technical skill and scientific background, is available 
to provide this service. It has been demonstrated in many fields that 
this nation has the managerial and organizational talent to revolu- 
tionize our way of living. Despite these resources, however, only a 
fraction of our population are receiving the benefits of adequate 
preventive programs or optimum dental care. Viewed in this light, 
the dental health problem becomes as much a question of public 
conscience as of statistics. 

Individuals have many oral health problems, but they become of 
concern to the community, or the nation, as an aggregate problem 
affecting the entire public. The second function of this section is to 
analyze the actions that the public should take to reduce this prob- 
lem through group effort. Action is recommended in four areas: (1) 


Presented at the Los Angeles Convocation, October 16, 1960. Dr. Young is Chief, 
Child Health Section, and Head, Dental Health Services, Idaho Department of 
Health, Boise, Idaho. 
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to increase the effectiveness of dental public health programs; (2) to 
improve methods of financing dental care; (3) to assure complete 
treatment for all children; and (4) to increase the availability of 
professional service. 


DENTAL HEALTH PROGRAMS 


Even a cursory analysis of current dental health programs indi- 
cates their inadequacy, in all areas and at all levels. Perhaps most 
striking is the failure to apply preventive techniques to reduce the 
occurrence of dental disease. Despite more than a decade of effort, 
for example, less than 25 per cent of the population are now re- 
ceiving the benefits of water fluoridation; and it is estimated that, 
because of population growth, the proportion of the population not 
using fluoridated water is actually increasing. Furthermore, only 
about 1.6 million children out of the 29.0 million not using fluori- 
dated water, are receiving topical fluoride applications. Other pre- 
ventive methods have suffered even greater neglect. 

It is apparent that much more vigorous efforts, by all agencies 
concerned (including the national voluntary dental health council 
suggested by the Commission), will be necessary if water fluoridation 
and other preventive methods are to reach a majority of our children. 
The Commission has made a number of recommendations to 
strengthen the dental health activities of official health agencies and 
to increase their effectiveness in the promotion of preventive pro- 
cedures, as well as in other programs. Specifically considering the 
need for greater progress in water fluoridation the Commission rec- 


ommends that: 


A special federal grant-in-aid be made to states to assist communities in 
meeting the cost of initiating fluoridation programs, on a matching basis. 
The funds should be granted on the basis of need. Priority should be given 
to smaller communities. 


In many smaller communities, engineering problems and lack of 
financial resources, not necessarily public opposition, have stalled 
the adoption of fluoridation. A community of 2,000 for example, 
which has multiple water sources requiring complicated water treat- 
ment equipment in order to fluoridate, may find that the cost of 
such an installation exceeds the financial resources of the commu- 
nity. Experience with federal grants for the construction of sewage 
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treatment facilities and hospitals has shown that smaller communities 
are willing to invest in municipal improvements if some financial 
assistance is available. 

One of the primary barriers to the more extensive use of topical 
fluoride applications has been the fact that they must be applied 
by a dentist or a dental hygienist. Dental practice acts in some 
states even forbid the application of topical medications by a dental 
hygienist. A busy dentist is much less likely to utilize this relatively 
time-consuming procedure if he cannot delegate it to his auxiliary 
personnel. Furthermore, the requirement that the applications be 
performed by a dentist makes them unnecessarily expensive to the 
patient. Since there appears to be nothing so complicated, or so 
hazardous to the patient, about applying topical fluorides that it 
could not be delegated to a hygienist or well-trained assistant, the 
Commission recommends that: 


State dental practice acts be modified to allow both dental hygienists 
and dental assistants to apply fluorides under the supervision of a dentist. 


It is equaliy apparent that dental health education activities fall 
far short of full effectiveness. Misinformation about correct oral 
health practices is common, and many do not act on the information 
that they possess because of a lack of motivation. This report calls 
on all interested agencies to increase health education activities, cit- 
ing specifically the American Dental Association, local dental socie- 
ties, the Public Health Service, and state and local health depart- 
ments. It is also suggested that part of the current effort to inform 
the public is misdirected since it is not based on sound principles 
of health education. Educating and motivating the public requires 
skills as specialized as those necessary to practice dentistry. The Com- 
mission therefore recommends that: 


The number of trained health educators employed by official health 
agencies and dental societies be markedly increased, and that education 
efforts be guided by their recommendations. 


The extent to which official health agencies should participate in 
the provision of dental care has been the subject of considerable 
controversy in the past. Many public health dentists have been re- 
luctant to assume responsibility for dental care administration be- 
cause of the conviction that this was not the proper role of a health 
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department. This attitude is changing, and a growing number of in- 
dividuals believe that, if treatment services are to be provided by 
government to certain segments of the population, the health de- 
partment should not remain aloof since it can make an important 
contribution toward the organization and operation of effective and 
efficient programs. In some cases the health department may be 
the logical choice to administer a care program. In others it may 
provide consultation to another agency to assist in setting standards, 
assure the inclusion of preventive procedures, maintain adequate 
fees and high standards of treatment, and establish reasonable pri- 
orities for treatment. The Commission recommends that: 


Official health agencies assert their proper leadership in the initiation, 
planning and administration of dental care programs, giving first priority 
to school-age children. 


New challenges arise constantly in our changing society. Radiation 
hygiene, for example, was considered a minor problem, of concern 
only to dentists, a few short years ago. Yet today both the profession 
and public health agencies are engaged in intensive efforts to reduce 
unnecessary radiation to the population. Other special problem 
areas now emerging concern the provision of dental care for the 
chronically ill and homebound, the treatment of dento-facial de- 
formities, and the control of periodontal disease. Public health agen- 
cies should provide leadership in searching for solutions to these 
problems by initiating experimentation, conducting demonstration 
programs, sponsoring in-service training and epidemological investi- 
gation. The Commission specifically calls for the expansion of all 
existing Crippled Children’s Service programs to include the treat- 
ment of dento-facial deformities. 

The Commission expresses concern over the lack of emphasis on 
research in most health department programs. Dental public health 
personnel are best equipped to conduct investigations in a number 
of important fields, and it is unlikely that rapid progress will be 
made unless official health agencies assume this responsibility. 
Among these problem areas are the lack of generally-accepted indices 
for the measurement of malocclusion and periodontal disease, of 
information about how and where these diseases occur in the popu- 
lation, of rapid and adequate testing of new preventive procedures, 
and of knowledge about the behavioral characteristics which influ- 
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ence an individual's health behavior. The lack of knowledge in these 
important fields is illustrated by the fact that the promotion of 
water fluoridation has had a high priority for more than a decade, 
yet little more is known about why communities reject fluoridation, 
or how it can be more effectively presented, than was the case in 
1950. 

The specific deficiencies noted in current dental public health 
programs reflect basic weaknesses in their staffing and financial sup- 
port. One of the major needs is for a greater number of well-trained, 
capable dental public health personnel with imagination and initia- 
tive. The modern public health dentist is a specialist requiring 
skills as unique to his practice as those peculiar to the orthodontist 
or oral surgeon. Very few dentists possess these skills and not many 
are interested in developing them, since they are quite foreign to 
those necessary for the successful practice of clinical dentistry, the 
goal of most members of the profession. Furthermore, the financial 
remuneration is considerably below that of most other areas of 
dental practice. To help alleviate the shortage of competent public 
health personnel the Survey report calls for an expansion of the 


federal public health traineeship program and the dental officer 
career development program of the Public Health Service, increased 
recruitment activities to present the opportunities for a career in 
public health to dental and dental hygiene students, and the greater 
use of adjunct personnel in public health dental programs. Since 
a major barrier to recruitment has been the low salaries offered by 
many official health agencies the Commission recommends that: 


Health agencies recognize the necessity of maintaining salary schedules 
comparable to incomes in private practice in order to attract and hold 
competent individuals. 

An equally serious barrier to improving dental public health 
programs, and one that is intimately connected with the current 
shortages of personnel, is the very insufficient financial support. In 
a survey of state health department dental divisions conducted by 
the Council on Dental Health of the American Dental Association 
in 1958, dental directors were asked to estimate, in cooperation with 
their state dental societies, the funds and personnel necessary to de- 
velop a satisfactory program over a five-year period based on reason- 
able, not ideal, projections. These estimates indicate that an ade- 
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quate expansion of dental public health programs would raise the 
expenditures for dental health on the state and local level from 
the 1958 total of 3.7 million dollars to 16.7 million the first year. At 
the end of the fifth year, presuming that a gradual expansion had 
occurred to meet current needs, the total expenditures would in- 
crease to 28.5 million dollars, a seven-fold increase over 1958 levels. 

As early as 1940 the American Dental Association recommended 
federal legislation to establish categorical grants-in-aid to states for 
dental public health programs to supplement state and local funds. 
Earmarked federal grants, now made to states for more than fourteen 
different types of health programs, have become the basic mechanism 
for federal-state cooperation in public health. Because of the lack 
of a specifically earmarked grant for dental health activities, state 
dental divisions have become a poor stepchild to other programs in 
the health department. The American Dental Association has in- 
dicated that a strong effort will be made in the near future to obtain 
a categorical grant-in-aid for dental health programs. The Commis- 
sion supports the efforts of the dental profession, and other inter- 
ested groups, to obtain more satisfactory financial support for dental 
health activities at the local, state, and national level and recom- 
mends that: 


A categorical federal grant-in-aid to the states be established, specifically 
earmarked for general dental health programs. 


FINANCING DENTAL CARE 


Although cost is not the only barrier to the utilization of dental 
service, there is abundant evidence that it is one of the more im- 
portant. For example, it has been shown that, in a group with the 
same educational background, the frequency of visits to the dentist 
is strongly correlated with family income. Similarly, the utilization 
of dental services increases sharply in a low income group when the 
barrier of payment is removed. Any analysis of the type of group 
action that can be taken to solve the dental health problem must con- 
sider possible ways to improve methods of payment for dental care. 

The most important development in recent years has been the 
increasing number of dental care plans organized by private groups, 
such as industry, labor unions, and consumer cooperatives. Privately 
sponsored plans grew slowly until quite recently when, with adequate 
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protection achieved against medical and hospital costs, labor unions 
have shown increasing interest in purchasing dental benefits, whether 
through their own funds or through welfare funds which administer 
“fringe benefits” accepted by the union in lieu of wage increases. Al- 
though the number of dental care plans in existence is still very 
small, they have shown a significant growth. It is estimated that about 
75 of the 130 plans now in operation can be described as offering 
“regular” benefits, including fillings, and over 50 of these have been 
established during the past decade. The number of individuals cov- 
ered by some type of dental care plan (exclusive of the very re- 
stricted Blue Cross-Blue Shield plans) has risen to close to a mil- 
lion, double the number who had any form of protection as recently 
as 1955. 

Dental care plans differ in many ways, particularly in the mecha- 
nism for providing professional service, the type of group that con- 
tracts for service, and the methods used to reimburse the dentist. At 
the present stage of development, there appears to be no one type of 
plan which merits universal adoption. The value of a specific type of 
plan can be determined only by how well it meets the needs of the 
individuals or groups involved. Because it is evident that much 
more experience is needed in the group purchase of dental care the 
Commission recommends that: 

Experimentation in methods of providing and paying for dental care 
be increased; that foundations, labor unions, corporations, and govern- 
mental agencies provide funds to support such experimentation. 

One of the most significant developments in recent years has been 
the organization of state-wide dental service corporations. A dental 
service corporation is not a dental care plan as such, but a legal 
mechanism by which the dentists in a state can negotiate with in- 
terested groups, contract for service, and administer the provision of 
care. They represent an advanced development of the principle of 
meeting problems through organization and joint action. The Com- 
mission recommends that: 


Dental service corporations be organized by all state dental societies to 
facilitate the development of plans for the group purchase of care. 


DENTAL CARE FOR CHILDREN 


Recognizing that progress in many areas cannot be made over- 
night, the Commission places primary emphasis on improving the 
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oral health of children. This report calls on states and communities 
to initiate programs to assure that all children receive complete 
dental care. To achieve such an objective will require an all-out 
effort along several lines, including greater research activity, strength- 
ened health department and school programs, more rapid develop- 
ment of dental care plans, and the provision of dental care at no 
cost, or at reduced fees, for the indigent. Believing that the best hope 
of improving dental health conditions in the future lies with the 
children of today, the Commission recommends that: 


States and local communities design and initiate incremental care pro- 
grams for children, covering six-year-olds the first year and adding new 
groups of six-year-olds each year until all children through high school are 


covered. 
A. The cost of such care to be met by the family if family income is 


sufficient. 

B. All children from indigent families to receive care at community or 
state expense, with assistance by financial grants from the federal gov- 
ernment. 


C. Programs to be developed under which communities or states would pro- 
vide partial payments for dental care, also with federal assistance for chil- 
dren of low income families who are not indigent. 

The responsibility of the community, acting through local, state, 
and national government agencies, for the welfare of the indigent is 
almost universally accepted. In theory, at least, government units 
do now generally accept the responsibility of providing dental care 
for the needy. In practice, however, provisions for care vary widely, 
are usually inadequate, and frequently are altogether non-existent. 
If dentistry is an essential part of adequate health service, it would 
seem reasonable that it should be made available to all who cannot 
afford to purchase it. Such a goal may not be attainable at this time 
because of the lack of dentists and shortage of welfare funds. The 
absolute minimum goals for the present should include, however, 
at least the provision of care for all needy children. Children should 
not suffer the irreparable effects of dental neglect before they are 
able to assume responsibility for their own welfare, simply because 
of the misfortune, ignorance, or carelessness of their parents. 


DENTAL MANPOWER RESOURCES 


Within the short span of 15 years it is estimated that the popula- 
tion will grow from 180 million to a possible 235 million—an in- 
crease of some 55 million persons. A total of 134,000 dentists will 
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be required by that time merely to maintain current ratios of den- 
tists to population. However, if dental school enrollments continue 
at the slightly expanded level projected for 1964, the total number 
of dentists in 1975, both active and inactive, would increase to only 
118,000—leaving a deficit of 16,000 practitioners. To train this 
additional number of dentists within the next 15 years would re- 
quire approximately a 75 per cent increase in the capacity of dental 
schools by 1970. 

Actually there is good reason to believe that present ratios of 
dentists to population will not be large enough to meet the demand 
in the future. The steady advance in the educational level of our 
population will inevitably create new demands for care since it is 
largely the better educated person who is most likely to appreciate 
dental health and to seek the services to attain it. And because it is 
the person with an income sufficient to permit a reasonably decent 
standard of living who is most likely to seek dental services, the 
steady rise in real income levels will also contribute to the increased 
demand. These projected increases in demand will continue the 
trend of past éxperience, which has shown an increase of 114 per 
cent in annual per capita expenditures for dental care (in constant 
dollars) during a 23-year period. Other factors, less predictable but 
nonetheless likely, may further increase the demand for treatment. 
Any sizeable increase in the number of dental care plans, particular- 
ly those involving third-party payment, or in government welfare 
programs, would have a sharp impact on dental manpower supply. 
On the basis of several projections this report estimates that, if no 
increase occurs in dental productivity, the actual deficit in the supply 
of dentists may reach as high as 50,000 to 70,000 dentists by 1975. 

This deficit, of course, is measured in terms of present produc- 
tivity. The greater utilization of auxiliary personnel could increase 
productivity enough to compensate for as much as 24,000 of this def- 
icit, and the widespread use of improved dental equipment could 
result in the saving of professional time equivalent to another 2,000 
dentists. The further extension of water fluoridation could bring 
about a reduction in dental needs equivalent to the services of an 
additional 3,400 dentists. However, after allowance is made for all 
these possible savings, a deficit as high as 30,000 to 40,000 will re- 
main. 
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Although it would be logical to attempt to train enough dentists 
to overcome this deficit, it is doubtful if this goal would be realistic. 
This report recommends a minimum objective of expanding dental 
school enrollments sufficiently to produce the 16,000 dentists needed 
to maintain the current ratios of dentists to population in the face 
of population growth. 

The balance of the deficit must be made up by reducing the need 
for treatment through the use of preventive procedures and increas- 
ing the productivity of the dentists that are available. Improved 
equipment and more efficient methods of office organization can 
contribute to raising the level of productivity, but the major change 
will be dependent on a marked increase in the use of auxiliary per- 
sonnel. However, the use of auxiliary personnel will not make a full 
contribution to reducing the deficit in manpower supply unless 
present patterns of utilization are modified. The dental profession 
must analyze the technical procedures in the dental office and 
thoughtfully determine those that can be delegated to lesser-trained 
personnel. 

The role of aides in the practice of medicine is in striking contrast 
to the current pattern of dentistry. If physicians were as hesitant to 
delegate selected types of patient care as are their dental colleagues, 
most hospital wards would require, not a supervising nurse, but a 
full-time physician. Hopefully, future developments in dental prac- 
tice may follow the pattern established by medicine. If so, the basic 
premise behind most state practice acts, which attempt to maintain 
standards of care by defining specifically the types of duties that may 
be performed only by a dentist, must be changed. The same objec- 
tives could be attained better if the legal requirements simply held 
the dentist responsible for all procedures performed under his direc- 
tion and required him to supervise all the work of auxiliary aides. 
Such requirements would free the profession to experiment with 
new patterns of utilization, and to increase productivity by utilizing 
auxiliary personnel to the fullest extent compatible with high stand- 
ards of patient care. 

SUMMARY 


The Dental Health Section defines the extent and nature of the den- 
tal health problem—a problem compounded of a high attack of den- 
tal disease complicated by widespread failure to utilize the available 
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preventive and treatment procedures. After defining the impact of 
dental diseases on the American public it suggests methods for solv- 
ing the problem through public action. The basic mechanisms that 
are suggested are the strengthening of preventive, educational, and 
treatment programs; developing methods for payment of dental 
service to reduce the extent to which cost is a barrier to the utiliza- 
tion of professional service; assuring complete treatment for all 
children; and increasing the supply of dental manpower to assure 
that adequate resources will be available to meet future treatment 
demands. 

It was suggested in the introduction that poor oral health is so 
common that for many individuals it is more a part of normal living 
than a source of concern. It is equally easy for the aggregate dental 
health problem to become so familiar to those who face it every day 
that it becomes not a source of concern but a normal part of life. 
One of the major functions of the Commission on the Survey of 
Dentistry in the United States is to dramatize the problems posed 
by dental disease, to re-emphasize their seriousness, and to point 
to the actions that must be taken if the next generation of Ameri- 


cans is to enjoy a significant improvement in oral health standards. 


State House 
Boise, Idaho 





Dental Practice 


ROBERT G. KESEL, M.S., D.D.S. 


The dentist still is regarded by too many as only a highly skilled 
technician to whom to turn when trouble develops in the mouth. 
The image of the dentist as a professional man who renders services 
that prevent trouble is not always sharply outlined in the public 
mind. Nor do people generally understand the importance of a 
healthy mouth to physical and mental well-being. Perhaps dentists 
have become so skilled in producing artifacts that the public relies 
more on them for reparative treatment than for the more truly pre- 
ventive services the profession is able to supply. 

Surveys indicate that dentists realize they have the major responsi- 
bility for educating the public to the value of oral health and to the 
benefits derived from the application of such preventive procedures 
as water fluoridation, topical fluoride applications, dietary improve- 
ments, routine prophylaxes, and regular visits to the dentists. Studies 
also reveal, however, that dentists are not taking a very active role is 
promoting health education and preventive procedures, especially 
outside of their own offices. 

Public apathy toward dental service arises partly from ignorance. 
Through its national organizations, dentistry has made increasing 
efforts to educate the public. Individual dentists should utilize every 
opportunity not only to inform their own patients, but also to inform 
their communities concerning the promise of oral and mental health 
that preventive dentistry offers. Only when the public appreciates 
the value of preventive dentistry, and all dentists embrace its philos- 
ophy and practice, can dentistry meet the need of the people for 
dental care and fulfill its role as a profession. The Commission recom- 


mends that: 


1. All dentists participate vigorously in community public health projects, 
and 

2. Dentists recognize increasingly the pre-eminent importance of pre- 
ventive dentistry by utilizing all available preventive measures in their prac- 
tices and by educating their patients in the value of prevention. 


Presented at the Los Angeles Convocation, October 16, 1960. Dr. Kesel is Professor 
of Applied Materia Medica and Therapeutics and Head of the Department, University 
of Illinois College of Dentistry. 
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In considering the preventive approach to oral health, special 
notice should be taken of orthodontic problems. Survey data reveal 
a wide discrepancy between the need for orthodontic treatment, the 
increasing demand for such care, and the number of qualified special- 
ists to provide the service. Reports indicate that the active case-load 
for the average orthodontist is about 100 patients. There are fewer 
than 2,500 orthodontists in the United States. It is evident that only 
a small proportion of children can benefit from treatment by ortho- 
dontic specialists. 

In order to improve dental health through the prevention and 
treatment of malocclusion, the Commission believes that there should 
be more scientific inquiry into orthodontic treatment methods and 
interceptive procedures in order to determine how this service can 
be made more readily available. The Commission recommends that: 


The dental profession and the dental schools take appropriate action to 
narrow the gap between the need for prevention and treatment of mal- 
occlusion and the services available to meet the need. 


It is unlikely that dental schools will be able to graduate a sufficient 
number of dentists in the next ten years to maintain the current ratio 
of dentists to population, yet the improving economic and educa- 
tional levels of the population, the developing use of pre- and post- 
payment programs for dental care, as well as the growth and urban- 
ization of the population will create an increasing demand for dental 
treatment. 

The preventive approach to better dental health for more people 
will not in itself solve the dental manpower problem. More time must 
be gained in other ways. Three ways particularly commend them- 
selves to the Commission. They are the establishment of more group 
practices; the use of multi-chair offices; and the wider utilization of 
auxiliary personnel. 

Although dentists generally practice “solo” from long tradition, 
they have tended increasingly since World War II to associate them- 
selves under various financial arrangements, ranging from expense- 
sharing to actual employment by one dentist of several others. While 
there are some disadvantages in group practice there also are ad- 
vantages, including the better utilization of space, equipment, and 
auxiliary personnel. The ready exchange of professional knowledge 
and experiences permitted by group association can be beneficial. 

There is no question that the use of multi-chair equipment and 
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auxiliary personnel can increase the capacity of a dental practice, 
whether group or “‘solo.” One recent study showed that the average 
dentist working alone annually cared for 704 patients; but using two 
chairs and two assistants, his treatment output increased 67 per cent, 
to 1,174 patients annually. 

The increasing demand for dental care will necessitate expanding 
considerably the number of properly trained auxiliaries and dele- 
gating to them tasks to perform that heretofore have been considered 
to be only within the province of the dentist. Before changes are ef- 
fected, however, careful studies should be made to determine how 
the auxiliaries can serve the best interests of the public and the pro- 
fession, and what their training should be. 

We mailed a questionnaire to some 20,000 hygienists. Replies were 
received from 7,700. From an analysis of the data collected, it would 
seem that the majority of hygienists are no longer in practice, and 
that it is a part-time occupation for many now active. Most hygienists 
are employed by dentists in private practice, and one-fourth of them 
work for more than one dentist. A major portion of their time is 
spent in giving prophylaxes to adults; only a small part of their time 
is given to patient health education. 

Although the Commission is sympathetic with the desire to im- 
prove the educational experience of hygienists, it appears that the 
two-year curriculum may be over-educating them for the services 
most hygienists actually perform. The two-year program should per- 
mit hygienists to acquire a background that would enable them to 
perform a number of services under the direct supervision of dentists, 
comparable to the degree of responsibility entrusted to nurses. Cer- 
tainly, two years of training are not needed to prepare for the clean- 
ing and polishing of the exposed surfaces of the teeth. Almost half 
of the states specifically limit the prophylaxes given by the hygienists 
to the exposed surfaces of the teeth making the subgingival area, the 
most crucial in preventing periodontal disease, legally out of bounds 
for the hygienist. Yet most prophylaxes are given to adults, for whom 
a prophylaxis beneath the gum margin is necessary for good dental 
health. The hygienist has the choice of violating the law or not 
rendering maximum service to patients. Even the topical application 
of fluoride solutions to teeth following prophylaxis has been inter- 
preted in some states as illegal for the hygienist to perform. 

These restrictions and the conflicts they produce illustrate the 
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obsolescence of some dental practice acts and the need for revisions. 
The contradictions that exist between the legal and practical aspects 
of dental hygiene must be eliminated if the dental hygienist is to be 
a more effective member of the dental health team. 

The four-year curriculum in dental hygiene should be taken by 
those who wish to pursue a career as dental health educators—a type 
of person in short supply in the health education field. Such persons 
could help to remedy the ignorance now existing about the impor- 
tance of dental health care and preventive procedures. They would 
also possess the educational qualifications needed by the classroom 
teacher. 

Hygienists are almost exclusively women, and responses to our 
questionnaire indicate that over 75 per cent are married, and over 
50 per cent are mothers. In order to insure that a higher percentage 
of dental hygienists remain active, consideration should be given 
to training more men for this field. While a number of objections 
can be raised against such a recommendation, we do not believe that 
necessarily they are valid. It is claimed that males would be more 
difficult to control and regulate than females. Under the present 
statutes governing the practice of dental hygiene, the hygienist must 
work under the direct supervision of the dentist. This ruling, plus 
the fact that dental hygiene practice requires dental office equipment, 
should prevent the usurpation of the functions of dentists by male 
hygienists. Some feel that men might not be satisfied with the in- 
come, but our Survey revealed that 63 per cent of the hygienists who 
worked a full year reported annual incomes of more than $4,000; 
and some of them worked on a part-time basis. The experiences 
gained in the Armed Forces in training dental corpsmen for assisting 
at the chair, and for cleaning teeth justify experimentation in the 
training of male hygienists by dental hygiene schools located within 
a college of dentistry where facilities for males already exist. 

A key person in increasing the efficiency or productivity of the 
dental office is the dental assistant. While there are estimated to be 
82,500 dental assistants serving the 90,000 dental practitioners in 
the United States, many of them work part-time and many are not 
properly trained for the functions that they are expected to perform. 
Survey findings indicate that about 90 per cent of the assistants have 
been trained on-the-job by dentists. On-the-job training can result 
in considerable loss of productive time for the dentist. It is encour- 
aging to note that a number of experiments are now under way to 
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develop formal training programs for this important auxiliary. The 
American Dental Assistant’s Association is to be commended for the 
certification program it has been conducting. However, in 1960 only 
6,700 assistants had been certified under this program. 

There are estimated to be 22,000 dental laboratory technicians in 
the United States. This number produces a ratio of one technician 
to every four practicing dentists. However, many laboratory owners 
report that there is a shortage of trained technicians. Most technicians 
have received their training through apprenticeship or on-the-job 
training from a dental laboratory. The extent and quality of the 
technicians’ training has varied widely, and little emphasis has been 
placed on the ethical relations of the technician to the profession, 
and to the public. Because technicians have become so proficient in 
mechanical performance, and because some dentists have entrusted 
a part of their professional responsibility to them, unfortunate re- 
sults have occurred. The practitioner who sends a patient to a dental 
laboratory so that the technician can take the impression for a den- 
ture or make a denture repair, leads his patients and their acquaint- 
ances to believe that the practice of prosthetic dentistry requires only 
technical skill and that the laboratory technician has such skill. Be- 
cause of one dentist’s unprofessional conduct, many laymen may be 
persuaded to support legislation that will permit the public to go 
directly to the technician for prosthetic appliances. 

Some idea of the numbers going directly to technicians is indicated 
by the findings of a recent survey of public opinion by the National 
Opinion Research Center of the University of Chicago. Six per cent 
of edentulous members of the 1,800 families interviewed reported 
that they had received denture service independent of the dentist. 
There are thought to be over 22 million completely edentulous per- 
sons in the United States. Thus, in the entire population, perhaps 
well over one million current full denture wearers received service 
directly from the technician or the dental laboratory. 

Every available means must be utilized to educate the public in 
the vast differences between the role of the dentist and the role of 
the dental technician. The public and the technician must be made 
aware that only the dentist is qualified by education and training to 
diagnose the need for appliances, to plan treatment, to design ap- 
pliances, and to analyze their functioning in the oral cavity. The 
Commission believes that dental technicians will be used increasingly 
in order to provide more chair time for the dentist. The Commission 
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indorses the certification program for laboratory technicians, as it 
believes that this will be a strong means for improving the education- 
al background of the technician and for establishing a better under- 
standing of his relation to the profession and to the public. The Com- 
mission hopes that a laboratory accreditation program on a national 
scale can be developed in order to give proper recognition to those 
laboratories that are equipped to render good technical services, and 
that abide by the legal and ethical codes governing dental practice. 
The Commission also approves the legislation that requires the den- 
tist to provide written directions to the laboratory or the technician 
for the fabrication of restorations. 

The Commission believes that more dental health teams headed 
by dentists, well trained in the science and art of the profession, and 
supervising the services that can be delegated legally to auxiliary 
help, can go far in bringing more dental care to more people. How- 
ever, the Commission strongly feels that the high standards dentistry 
in the United States has achieved can be maintained only if dental 
care is rendered under the direct supervision of licensed dentists. 
That is why it helieves that any broadening of the services performed 
by the auxiliaries should be guided by those who are qualified to 
understand the problems involved—members of the dental profes- 
sion. The Commission recommends that: 


1. Dentists utilize a greater number of well trained dental assistants. 

2. The number of schools for assistants be increased. 

8. The dental profession conduct studies designed to develop and expand 
the duties of auxiliary personnel. The broadening of services should begin 
with the dental hygienist because there is already an approved program of 
education and licensure for this group. The legal and educational restric- 
tions against male hygienists should be removed. 

4. As soon as the dental profession standardizes the educational programs 
for laboratory technicians and for dental assistants, consideration should 
be given to expanding the duties of these auxiliary groups. In the public 
interest, the education of auxiliary personnel should be carried out under 
the guidance of the dental profession, and the services performed by all 
auxilary personnel should be under the supervision of licensed dentists. 

5. Dentists in all states be required by law to provide dental technicians 
with written prescriptions for the fabrication of dental appliances, and 
these regulations should be strictly enforced. 


One of the chief problems confronting dentistry is to decide how 
to bring more efficiency and economy into dental practice. There 
is a lack of reliable data on the subject of practice administration. 
Therefore, the Commission believes that careful attention should be 
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given to this important subject. The Commission does not think 
that the best results can come through the reports of individual 
dentists or groups, given merely on the basis that they have been 
successful in their own practice administration. Although this in- 
formation is helpful, the Commission feels that this is a matter of 
sufficient concern to justify intensive study by trained investigators. 
These studies could combine the talents of experienced dentists and 
industrial management consultants. They should study such ques- 
tions as the merits of “solo” and group practice, the utilization of 
auxiliary help, office equipment arrangements, time and motion 
studies, quality of service rendered, costs incurred, and fees assessed. 

The American Dental Association currently is sponsoring an in- 
dependent study of these matters by the members of the staff of the 
Graduate School of Business Administration of Northwestern Uni- 
versity. More research of this type is needed. Surveys indicate that 
many dentists do not have a sound basis for fee determination and 
that they use the fees that have been traditionally charged in the 
community. There is a tendency to recover income losses from pre- 
ventive services by setting a higher margin of profit in fees for re- 
placement services. The public has become accustomed to paying 
good fees for the improvements to appearance and health resulting 
from appliances that replace lost teeth. It has not yet adjusted to 
paying comparable fees for the time-consuming and skillful services 
that retain teeth and maintain healthy mouths. Until the public bet- 
ter understands these comparable values, many dentists will continue 
to assess fees that reflect the public attitude. 

With the advent of third party payment programs and with the 
likelihood that they will increase in number and scope, dental or- 
ganizations should give serious study to fee structure. Some dental 
societies, when consulted concerning group purchase of dental care, 
have been unable to make an estimate of costs that was considered 
sound. Before fees become firmly fixed in fee schedules, and tables of 
allowances, reasonable bases should be established that will provide 
the dentist with compensation commensurate with the value of the 
service he renders. 

Dental education has been so occupied with teaching the science 
and art of dentistry that little instruction has been given in the basic 
principles underlying sound practice administration, including fee 
determination. Dental societies are attempting to overcome the de- 
ficiency through lectures and seminars on the subject at dental meet- 
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ings. A number of courses concerned with efficiency in office man- 
agement presented by management experts have emphasized the 
commercial side of practice to the detriment of professional ethics. 
Despite the high fee charge for these courses and their lack of pro- 
fessional propriety, they have been well attended. 

More knowledge is needed to enable dental schools and societies 
to provide a larger number of high-level courses to meet the evident 
need. Therefore, the Commission wishes to encourage extensive in- 
vestigations by competent research groups into the broad area of 
practice administration, and further it recommends that local, state, 
and national dental organizations promote studies designed to pro- 
vide information that will help a dentist establish a sound basis for 
determining fees. In this area the Commission also recommends that: 
















1. Dentist and patients have a mutual understanding of treatment plans, 
including fees for service, before treatment is begun; 

2. That local and state dental societies be encouraged to establish and 
maintain mediation committees to adjudicate disputes between practitioners 
and patients. 

There can be little doubt that State Board examinations have 
helped to advance dental education and to elevate American dental 
practice to a position of eminence recognized throughout the world, 
but modern developments in dentistry and dental education make it 
desirable to re-appraise the function of the Boards. The proprietary 
schools are gone and the educational standards of all dental schools 
must now conform to the requirements of the Council on Dental 
Education of the American Dental Association. The American As- 
sociation of Dental Examiners has equal representation on the 
Council with the American Dental Association and the American 
Association of Dental Schools. The quality of dental graduates has 
improved. The dental examiners in the various states are dentists 
who have accepted appointment to the Boards of their respective 
states as a part-time avocation. Many have little training or experi- 
ence to prepare them as examiners. Only a relatively small number 
remain long in office. In most states the governor of the state makes 
Board appointments from a list of dentists submitted by the state 
dental society. The state dental society bears the responsibility of 
submitting only the names of those dentists whose knowledge, judg- 
ment, and character qualify them to serve. Boards exercise too much 
influence and control over the dental care available to the public to 
permit appointment of members on the basis of prestige or any type 
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of politics. The recommendation on this subject is contained in the 
education section. 

In view of the general improvement in the level of dental educa- 
tion, and in the knowledge and ability of dental graduates, examining 
boards should consider some modification in their licensing policies. 
For example, licenses might be granted without examination to the 
recent graduates of accredited schools who rank in the upper part of 
their graduating class. A precedent for this has been established by 
Pennsylvania for the graduates of the three schools in that state. 

Since dentistry has received a franchise of professional freedom 
through state dental practice acts administered by state boards of 
examiners, the profession necessarily concerns itself with every de- 
vice that will contribute to maintaining the best dental service for 
the people of the states. To administer examinations for applicants 
for licensure and to prevent exploitation of the public by poorly 
trained, improperly motivated unlicensed persons is not enough. The 
profession should now determine how to insure the continuing com- 
petence of those already in practice. Research is developing improve- 
ments in preventive practice, diagnosis, and treatment. Many dentists 
appreciate their need for continuing professional education, but 
there is no uniform demand by dentists for extension courses. The 
profession should consider how those practitioners who make little 
effort to continue their education can be persuaded to attend re- 
fresher and postgraduate courses regularly. The Commission recom- 
mends that: 

The dental profession explore the possibilities of various programs which 


might be adopted to insure the continuing qualifications of dental prac- 
titioners. 


The Commission also recommends that: 


An effective relationship between state licensing boards and the Council 
of the National Board of Dental Examiners be developed, and that all 
states accept the results of the National Board examinations. 


If a modern hospital overlooks dental health it cannot give the 
comprehensive health care to which patients are entitled. Together, 
medicine and dentistry have the fundamental responsibility of serv- 
ing the total health needs of the community. The future develop- 
ment of community health resources will center around hospitals, 
and physicians and dentists should be united in making the in-patient 
and out-patient hospital services complete. Jurisdictional disputes 
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should not be allowed to hamper professional service to the detri- 
ment of the patient’s health. 

Dental education should include the initiation of students into 
hospital procedures. Most dental schools have hospital affiliations, 
and the list of affiliates is growing. Dental students in some schools 
receive as much as 50 hours of training in ward rounds, history tak- 
ing, Operating room procedures, and hospital decorum. Yet, only 
318 dental internships and residency programs approved by the 
Council on Hospital Dental Services of the American Dental As- 
sociation are available in 221 of the 430 hospitals that have received 
Council approval. This number may be so small because there has 
not been a great demand for dental internships. Therefore, the 
Commission recommends that: 
A larger number of carefully supervised dental internships be developed 

in hospitals and clinics, and that dental students be encouraged to enter 

internships following their graduation. 

Of the 6,800 hospitals listed by the American Hospital Association, 
about one-third reported in 1958 that they had a dental service. A 
questionnaire was mailed to over 3,500 hospitals that were thought to 
be without a dental service to determine how many might be inter- 
ested in establishing one. Over 1,900 questionnaires were returned, 
and about one-fourth of the respondents indicated that they already 
had some type of dental service. Of the 1,450 respondents without 
dental service, over one-third reported that they had given the mat- 
ter consideration; and over 1,000 said they would be receptive to 
the idea if the local or state dental society presented a workable ar- 
rangement. However, over a thousand also indicated that local and 
state dental societies had not exhibited an interest in the establish- 
ment of a dental service in their hospitals. The Commission recom- 
mends that: 
1. In the interest of total health care of patients, both hospitals and dental 
societies work for the establishment of more hospital dental departments 
and encourage dentists to participate in hospital service: 

2. Hospital dental departments be delegated authority and administrative 
responsibility similar to the authority and administrative responsibilities of 
other hospital services. 


The Commission also recommends that: 


1. Dentistry be represented on the Joint Commission on the Accreditation 


of Hospitals, and 
2. Dental schools develop courses through which practicing dentists inter- 
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ested in appointments to hospital staffs may receive basic instruction in hos- 

pital procedures. 

Closely related to the larger role which dentistry should play in 
hospitals is a need for dentistry to be a part of all comprehensive 
health plans. Such plans should include dental consultation and oral 
surgery as well as dental participation in the treatment of such dis- 
orders as oral cancer, cleft palate, and traumatic injuries about the 
jaws. The Commission recommends that: 

Cooperation be encouraged between the dental profession and health in- 
surance programs of non-profit and commercial sponsors, developed and 
operated to meet the public need for comprehensive health care. 

In this paper, I have presented the recommendations of the Com- 
mission regarding dental practice. Because of the limitation in time, 
this has been done at the risk of being misinterpreted. I hope that I 
have been able to compress sufficient substantive information with 
the recommendations to provide enough background for under- 
standing them, and that what is being supplied will motivate you to 
read the main volume of the Survey when it is available early in 1961. 


808 South Wood Street 
Chicago 12, Illinois 











Dental Education 
WILLIAM R. MANN, D.D.S., M.S. 


Each person who is here today has a general familiarity with the 
problems that will face higher education during the next 10 to 15 
years. As a citizen and a taxpayer, each of you recognizes that the 
operating costs of educational institutions have been steadily in- 
creasing. It costs more to build new buildings and to obtain more 
teachers; yet these things will have to be done because more high 
school graduates than ever before will be seeking college educations. 
It is important to understand that these problems are to be found in 
law schools, engineering schools, liberal arts colleges, dental schools, 
and all the others. Indeed, this is the environment in which higher 
education presently exists. 

Dental education then has these problems of finances, buildings, 
enrollment, and faculty that are general to all types of higher edu- 
cation, and it has additional problems of its own. However, in a sur- 
vey such as the one being reported, a constant danger exists that too 
much emphasis will be placed upon the problems and too little upon 
that which has been accomplished. Invariably, those reporting wish 
to be forthright and, in being so, they seek to draw attention to 
every possible improvement. Consequently, an unsophisticated ob- 
server might be left with distorted, incorrect opinions regarding 
dental education. 

Perhaps, therefore, before dental education’s future is considered, 
it should be pointed out that the dentists graduating annually from 
the dental schools of the United States and Canada are generally be- 
lieved to be among the best in the world. Also, the standards of 
dental treatment and of dental education are as high or higher in 
these two countries than anywhere else. Indeed, the present system 
of dental education in the United States and Canada is admired by 
dental educators everywhere. Therefore, dental teachers and schools 
are to be complimented for their outstanding achievements even 
though the Survey is suggesting many ways by which dental educa- 
tion in this country could be improved. 


Presented at the Los Angeles Convocation, October 16, 1960. Dr. Mann is Professor 
of Dentistry, The University of Michigan, and Associate Director, W. K. Kellogg 
Foundation Institute. 
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Undoubtedly, your greatest interest this morning lies in learning 
what recommendations the Commission made in this portion of the 
Survey. The recommendations cover most aspects of dental educa- 
tion: admissions, curriculum, faculties, finances, accreditation, and 
licensure. In the time available to us I shall read these recommenda- 
tions to you and attempt to give you a brief explanation of the reasons 
for each one. 

1. Many dental deans and teachers indicated to the Commission a 
pressing need for better prepared, more highly qualified students in 
their schools. In 1958 and 1959 (perhaps in 1960), some schools did 
not fill their freshman class because of a lack of qualified applicants. 
Also, the scholastic averages of those applying for admission to 
dental schools in 1959 did not appear to be as high as desirable for 
those entering the dental profession. For these reasons and others, 
the Commission recommends: 

That a national recruitment program be established to attract better stu- 
dents, both men and women, in larger numbers to the study of dentistry. 
Such a program should be under the sponsorship of the American Associa- 
tion of Dental Schools and should include a scholarship and loan program 
based on merit and need. This program would complement those of in- 
dividual schools and should be integrated with the recruitment programs 
of other organizations and agencies. It should also provide for the recruit- 
ment of well-qualified applicants, both men and women, to dental hygiene 
programs and to other training programs for auxiliary personnel. 

2. Data collected by the Section on Dental Education indicated 
that the standards for admission of students appear to be lower than 
desirable in some dental schools. Students are sometimes admitted 
with less than C averages in their preprofessional studies with D 
(deficient, but passing) grades in required courses. The dental apti- 
tude test is required of applicants by every dental school, but many 
schools routinely accept students on either a final or provisional 
basis before the scores are received. The Commission recommends: 


That the admissions standards of the dental schools be reviewed for the 
purpose of improving the quality of the students admitted. 


3. Unlike the report of the 1930’s by the Curriculum Survey Com- 
mittee of the American Association of Dental Schools, this Survey 
report does not attempt to standardize the content of courses in the 
dental curriculum. Instead, the Commission encourages curricular 
experimentation by dental schools, and is disturbed that the dental 
curriculum is so rigid that in almost every school all students receive 
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exactly the same instruction and experiences. Therefore, the Com- 
mission recommends: 


That dental schools make their curriculums more flexible and stimulating. 
Where possible, honors programs should be arranged for gifted students. 


4, 5, 6. Dental teachers and students, recent graduates, dental ex- 
aminers, and the profession at large voiced the opinion to the Sec- 
tion on Dental Education that students should be given more in- 
struction in practice administration, utilization of auxiliary per- 
sonnel, and hospital procedures. The frequency and obvious sincer- 
ity of these requests convinced the Commission that dentists entering 
practice have a need for abilities such as these and that the dental 
schools should prepare their students more adequately in these 
areas. Accordingly, the Commission recommends: 


That dental schools give students more instruction in how to establish and 
administer a dental practice. 

That dental schools have active hospital affiliations and that dental stu- 
dents receive instruction and experience in hospital procedures. 

That the dental schools give students more experience in working with 
auxiliary personnel, especially with dental assistants. Students should under- 
stand completely the importance that effective utilization of such personnel 
plays in the practice of dentistry. 


7. A serious problem which continues to face dental educators is 
correlating the basic sciences with the clinical practice of dentistry. 
A series of conferences or workshops, both regional and national in 
scope, would undoubtedly contribute significantly to the solution 
of this problem and would be of assistance both to individual schools 
and teachers. These meetings should be planned carefully and held 
regularly until the content of the courses in the basic biological 
sciences for dental students is well defined. The time devoted to the 
subjects, teaching methods, ways of correlating the materials with 
clinical practice, orientation of students to the need for basic sci- 
ences, and similar topics should be evaluated. Another objective 
should be to integrate the basic science courses with one another so 
that their total content provides the dental student with a rich back- 
ground in the biological sciences. The Commission, therefore, 
recommends: 

That organizations such as the American Association of Dental Schools 


arrange and conduct a series of institutes or conferences for dental teachers 
to improve the content and correlation of courses. 


8. The Commission made several recommendations related to the 
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quality of teaching in dental schools. One recommendation grew out 
of the consideration of the facts that 74 per cent of the dental teachers 
are part time; that the average part-time teacher is scheduled to spend 
only 8.8 hours per week at his school; that full-time dental teachers 
spent over 61 per cent of their time in face-to-face teaching, and 
part-time teachers spend about 80 per cent of their time this way; 
and that there are too few dental teachers who have engaged in 
graduate study as a preparation for teaching. Finally, only about 6 
per cent of part-time teachers regard teaching as their career, a fact 
which is to be expected but which is still disconcerting. The Com- 
mission, therefore, recommends: 


That dental schools improve the quality of teaching by: 

1. Enlarging the number of teachers employed; 

2. Raising the qualifications required for beginning teachers; 

§. Improving the teaching skills of present faculty members; 

4. Employing a larger proportion of teachers on a full-time basis; 

5. Employing part-time teachers generally on at least a half-time basis. 


9. In 1959, more than 40 per cent of the full-time teachers in 
dental schools had not published a paper within the previous three 
years; 62 per cent of the part-time teachers had not done so. Sim- 
ilarly, in 1959, about 40 per cent of full-time and 68 per cent of part- 


time teachers were doing no research. Undoubtedly, this situation is 
created to some extent by the heavy teaching loads of members of 
dental faculties, but methods must be found to permit teachers to 
devote more time to investigation and writing. The Commission 
recommends: 

That both full-time and part-time teachers generally be encouraged to 
devote more time to laboratory, clinical, and educational research and to 
other university activities. 

10. Most dental students and recent graduates feel that the quality 
of teaching in the dental schools could be improved, indicating that 
course organization, teaching methods, examinations, and other 
important aspects of teaching are frequently at fault. This belief is 
in agreement with the facts that only 26 per cent of the dental 
teachers have had formal courses in education, and only about 22 per 
cent participated in an in-service program in teaching or in dental 
education between 1955 and 1959. 

About 85 per cent of the teachers think they would benefit from 
an in-service program in dental teaching if one were organized in 
their own school, but only 19 per cent indicate that their school does 
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have such a program at present. Accordingly, the Commission 
recommends: 


That dental schools develop or improve faculty in-service programs on 
the fundamental principles of teaching and the problems facing dental 


education. 
11. No educational program can be as successful as it might unless 
it is supervised constantly and evaluated regularly. Although some 
dental schools have methods for evaluating teaching, approximately 
74 per cent of the teachers indicated in 1959 that their schools did 
not have effective methods for such evaluations. The commission 
therefore recommends: 
That every dental school expand or develop a program to evaluate the 
effectiveness of its teaching. The methods to be employed should be de- 
cided upon by the dean and the faculty co-operatively, but provision should 
be made for student participation. 

12. The counseling of students is an activity which apparently 
receives little attention in dental schools. Counseling should be 
easily available, however, to all dental students who need advice and 
guidance. Counselors should be concerned with the problems of 
study habits and motivation, and they should be prepared to guide 
students in solving problems caused by family or home situations, 
financial worries, or personality defects. ‘Those faculty members who 
are assigned such duties should be provided with basic information 
related to counseling. The Commission recommends: 


That the dental schools develop or improve organized programs for the 
counseling of undergraduate dental students. 

13. If there is any single fact about dental education upon which 
every interested person is agreed, it is that the dental schools need 
more adequate financial support. In the 1958-59 school year, the 
mean salary of all full-time teachers was $8,568, compared to the 
mean net income of $14,311 for all nonsalaried, practicing dentists. 
We have already discussed here today the need for better teachers 
and for more time for them to engage in research and other scholarly 
activities. We have not referred to it, but I know we would all agree 
that many dental schools are forced to rely upon tuition fees and 
income from their clinics to a greater degree than is desirable in an 
educational institution. Therefore, the Commission recommends: 


1. That because of the importance of dental education and research to 
the welfare of the nation, and because evidence shows that most dental 
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schools are facing difficult financial problems, greater financial support 
be contributed by: 
A. Alumni of dental schools 
B. Benefactors 
C. Business corporations 
D. Foundations 
E. State and local tax bodies 
2. That universities give more financial support to their dental schools. 
14. The pros and cons of federal aid to education have been ar- 
gued in the public press and elsewhere for the past several years, and 
serious problems of philosophy, tradition, law, and administration 
attend direct appropriations for buildings, salaries, and other opera- 
tions. However, the majority of the presidents of the universities 
having dental schools favor federal aid to dental education, as do 
the deans of the dental schools. Further, the official positions of the 
American Dental Association and the American Association of Den- 
tal Schools favor federal aid so long as admissions policies and the 
curriculum are in no way affected. In view of these facts and the 
serious need for improved financial support for dental education, 
the Commission recommends: 


That the federal government assist dental education by providing funds 
for operational expenses, as well as for new construction and remodeling, 
and for scholarship and loan funds for dental students. This assistance 
should not interfere with university autonomy in admissions policies and 
curriculum content. 


15. The expected rapid growth in the population of the United 
States, together with the increasing demand for dental services, 
clearly indicate the need for an immediate expansion of dental 
manpower. Because the factors affecting and perhaps modifying the 
need are extremely complex, it is difficult to determine exactly how 
much expansion is needed. Improvements in the education of the 
people and in their standards of living, group purchases of dental 
care, fluoridation of public water supplies, more efficient office 
management and organization, greater use of auxiliary personnel, 
the increased use of highspeed dental equipment, and other factors, 
will all influence the nation’s dental manpower requirements. An 
acceptable goal, however, appears to be to maintain the present 
dentist-population ratio during the next fifteen years, but to do this 
it will be necessary to increase markedly the capacity of the dental 


* Harlan Hatcher, An address to The University of Michigan Club of Washington, 
The Ann Arbor News, February 25, 1960, p. 19. 
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schools of this country by 1975. These conclusions of the Survey 
regarding future needs for dental manpower agree in principle 
with those presented recently in the report, Physicians for a Grow- 
ing America. (The Surgeon General’s Consultant Group that pre- 
pared this report included Harold Hillenbrand and Emory W. Mor- 
ris among its members.) The Commission therefore recommends: 


That, consistent with high standards, present schools be expanded and 
new schools constructed to permit the graduation of at least 6,180 dentists 
annually by 1975. Also, additional facilities should be provided for the 
training of auxiliary personnel both in dental schools and other institutions. 
16, 17. The Commission made two recommendations regarding 

state board examinations and the methods of licensure used in den- 
tistry. Both recommendations are intended to improve the present 
system, and they are similar to recommendations included in the 
Section on Dental Practice. The Commission recommends: 
That every effort be made to improve the quality of state board examina- 


tions and to ensure the appointment of well-qualified dentists to the exam- 
ining boards. 


That all state boards of dentistry accept the results of the National 
Board dental examinations in lieu of their own written examinations, 
thereby restricting their evaluation to technical and clinical procedures. 

18. The Council on Dental Education of the American Dental 
Association constitutes the greatest single influence on dental educa- 
tion today. Many of the tasks that have been assigned to the Council 
in recent years, however, have had the tendency to distract from 
its basic responsibility—accreditation. 

The Council should inspect the dental schools more often—at 
least every five years. It should expect the schools to improve their 
admissions standards, and it should establish requirements of more 
free time for dental students. Also, it should seek to improve the 
quality of dental teaching, to establish minimum requirements of 
clock hours in the basic courses of the curriculum, and to maintain 
better standards of dental library science. The complete report of the 
Section on Dental Education indicates other means that the Council 
should take to improve dental education, but these are the principal, 
urgent ones. 

In order that the accreditation of dental schools be strengthened, 
the Commission recommends: 


That the American Dental Association re-evaluate the activities of the 
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Council on Dental Education for the purpose of permitting the Council 

to perform its function of accreditation more effectively. 

These are the eighteen specific recommendations that the Com- 
mission is making regarding dental education. In addition, it ap- 
pears to the Commission that American dentists and dental schools 
need a philosophy that would permit the basic biological sciences 
to be integrated more clearly into the pattern of dental practice 
and dental education. If such a philosophy were developed in a 
form that could be generally accepted, the dental care of the nation 
would improve. Practicing dentists would find greater purpose in 
their work than they sometimes do when performing merely the 
endless, sometimes futile, repair of the ravages of dental caries and 
other diseases. Likewise, the dental student would develop a greater 
pride in the profession of dentistry. 

During the past fifteen or twenty years, an ever-increasing group 
of dentists, most of whom have had some special training in perio- 
dontics, have found a way of dental practice that is extremely satis- 
fying to them. Today they are truly combining the basic biological 
sciences, oral diagnosis, the prevention and treatment of soft tissue 
lesions, occlusion, and restorative procedures most effectively. These 
dentists are general practitioners who have studied periodontics on 
a postgraduate or refresher basis and who, although not regarded as 
specialists, are following a pattern of practice that utilizes a biological 
understanding of the supporting structures of the teeth. 

As one contemplates the future practice of dentistry and the direc- 
tion in which dental education should move in the years ahead, it 
seems most appropriate that the dental schools should seek to de- 
velop curriculums, by 1970 at least, which will educate dentists who 
are much more periodontically and biologically oriented than are 
today’s graduates. The graduate of 1970 should possess many abili- 
ties similar to those of the best-trained periodontists of today. Only 
by a positive, significant change in the philosophy of dental educa- 
tion to some concept of this type can the dental schools break from 
the traditional pattern of dental teaching and can they prepare their 
students to make fuller utilization of the basic sciences. At the same 
time, the goal suggested is one that is clear, one that has been 
achieved by some dentists, and one that probably would be accept- 
able to most. In fact, if tomorrow’s students were able to choose, 
they would very likely prefer to be educated in this manner. 
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The concept that is being suggested would permit an interesting, 
integrated curriculum because it would become a frame of reference 
that would make most parts of restorative dentistry more meaning- 
ful. If major emphasis were being placed upon the health of the 
supporting structures of the teeth, then the restorative procedures 
of operative dentistry, crown and bridge prosthesis, and partial 
denture prothesis would take on new significance. They would not 
be mechanical; they would be preventive. No longer would a par- 
ticular type of cavity preparation or a choice of restorative material 
be a major consideration in itself; these things would be valued for 
their contributions to the total oral health of patients. Contours of 
restorations, fine cervical margins, and proper contacts would be 
contributions to the prevention of periodontal disease, not feats 
of technic. 

Oral diagnosis would receive major emphasis within the curricu- 
lum, and a great part of the clinical work would be oriented to the 
complete treatment of patients. Periodontics and occlusion would 
provide the framework to which operative dentistry, endodontics, 
crown and bridge prosthesis, and removable partial denture pros- 
thesis would be related. The teaching of these latter subjects would 
be about as it is today, but it would assume a somewhat different 
direction of purpose. Probably the time devoted to periodontics 
would be increased generally, and the time used for complete den- 
ture prosthesis would generally be decreased. There would be more 
emphasis upon applied basic science courses, and the whole concept 
of teaching would allow the maximum correlation of the basic sci- 
ences with clinical dentistry. 

Oral surgery, complete denture prosthesis, dentistry for children, 
and orthodontics would be integrated with the other types of dental 
treatment that have been discussed, but these parts of dental prac- 
tice would retain approximately the same separateness that they now 
have in the teaching program. This is reasonable because, except for 
oral surgery, they deal largely with the young and old. These sub- 
jects would remain as important parts of the curriculum, and they 
would be integrated through their contributions to prevention. 

For a long time, the dental schools have been faced with a chal- 
lenge to correlate the basic sciences and clinical dentistry, but it 
is now time for them to act. Dental education should be made 
more truly a university discipline, and the public should be given 
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the advantages of more complete dental services. Although the 
challenge is not new, it has not yet been met. Some schools have 
done better than others, and several of the specialized fields of 
dentistry have made praiseworthy progress. However, there can be 
little disagreement with the idea that each school should seek the 
way in which it can meet this challenge more effectively. More ex- 
perimentation is needed in our dental schools. Furthermore, such 
experimentation would attract good students. 

The exact methods of accomplishing these improvements must 
be left to the schools, but the goals must be attained soon. Dental 
education has an obligation to the public and to the profession to 
provide leadership in raising dental practice to the highest possible 
level of quality. In conclusion, the suggestions included in the re- 
port on dental education have indicated a way in which the un- 
equalled restorative skills of the American dentist can be retained 
and given increased purpose within a more biologically-oriented 
form of practice. Within this framework the essence of dental edu- 
cation would be recognized for what it truly is—an intellectual dis- 
cipline oriented to highly developed motor skills. 


W. K. Kellogg Foundation Institute 
Ann Arbor, Michigan 





Dental Research 


ROBERT G. KESEL, M.S., D.D.S. 


Of all the avenues leading to better oral health, the most promis- 
ing is research. One investigator, if he should discover a widely 
applicable means of preventing or reducing the incidence of perio- 
dontal disease, for example, might do more for oral health than sev- 
eral thousand practitioners of restorative dentistry. 

But, in terms of time and money spent, in terms of recruitment and 
training of personnel, and in terms of having a favorable environ- 
ment, dental research for years has lagged seriously in proportion to 
the importance of its possibilities. The population of this country 
now spends approximately two billion dollars annually for dental 
care—about one-tenth of the twenty billion dollar expenditure for 
all health care. Yet only about one-third of the dental ills of the pop- 
ulation are being treated. If everyone were to receive the dental care 
he needs, the dental bill would be over five billion dollars a year. No 
other area of the body costs as much for its upkeep as the mouth. 

Annual expenditures for dental research have increased steadily 
for the past 30 years, particularly during the last 10 years. But in 
1958, the year for which the Survey data was collected, the expendi- 
tures still totalled only about $10,000,000, or 2 per cent of the amount 
spent on health research of all kinds. If expenditures for dental re- 
search bore the same relation to the expenditures for all health re- 
search that the expenditures for dental care bear to general health 
care, about $50,000,000 would be the current annual investment in 
dental research. 

The federal government, through the National Institutes of 
Health, has provided much of the financial support for the expansion 
of dental research in the past decade. Of the $6,300,000 expended for 
the research projects in 1958 that were tabulated by the Survey, 
$4,700,000 was provided by federal agencies. The university con- 
tributions that were reported totalled $790,000; industry $458,000; 
and philanthropy $221,000. Industrial sources reported a total of 
over $3,000,000 spent for dental research, but the bulk of it was spent 
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within their own organizations developing their own products. Many 
of the large industrial concerns were reluctant or found it impossible 
to supply data. Accurate information therefore about industrial ex- 
penditures for dental research is not available. 

Of more than 4,000 philanthropic foundations listed in American 
Foundations and Their Fields, only six mention dentistry among 
their fields of interest. Perhaps because dental disease seems to lack 
dramatic appeal, dental research has received less financial support 
than research concerning other disorders. Cleft palate and lip are 
very distressing and deforming congenital abnormalities that are 
estimated to occur once in every 750 to 800 births. No national foun- 
dation has been established in behalf of its victims, comparable for 
example to that for cerebral palsy, which affects only 7 in every 100,- 
000 births. Therefore, the Commission recommends that: 


1. Financial support for dental research be increased, not only from 
federal sources but also from individuals, philanthropy, and corporations. 
The increase in financial support should be commensurate with the increase 
in the availability of research personnel. 

2. A non-governmental agency be established for the solicitation and dis- 
tribution of grants from industry and philanthropy for the advancement of 
research in the cause and control of oral disease. 


Personnel 


Most crucial to the improvement and expansion of dental research 
is the procurement of adequately trained personnel with sufficient 
time to devote to research pursuits. There is no point in securing 
funds for research if they cannot be profitably spent. Dental science 
is making rapid progress in the recruitment of personnel, particularly 
since the inauguration of the fellowship and training programs spon- 
sored by the National Institute for Dental Research. 

There are about 600 students now enrolled in graduate programs. 
If this enrollment is maintained, about 200 will become available for 
research each year. It costs about $15,000 a year on the average to 
support a researcher in his project. Thus, it seems likely that den- 
tistry could absorb annual increments of $3,000,000 in funds, begin- 
ning immediately and continuing until 1970, when the total annual 
expenditure, coupled with what is now being spent, would be around 
$40,000,000. This calculation is based on the present rate of expan- 
sion and does not contemplate any sudden increase in the number 
of scientists entering dental research. 
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In our Survey, 45 dental schools reported a total of 878 individuals 
conducting research. Four hundred and eighty-five of them were 
designated as principal investigators. Research, however, is a part- 
time occupation for most faculty members. So heavy were the de- 
mands of teaching and administrative duties, or of dental practice, 
that 169 researchers reported that less than 10 per cent of their time 
was spent in investigatory work. 

The best source for the recruitment of future researchers is the 
undergraduate dental study body. In order to develop this potential 
fully, the academic environment must stimulate the interest of stu- 
dents in research. The most strategic approach to the motivation of 
students is through faculty example. Only if instructors are inter- 
ested in and informed about current research, and only if they en- 
courage intellectual curiosity will research be integrated with teach- 
ing. The integration of research with teaching should not and will 
not make researchers of all students, but it can interest those who 
have the capacity for research, and it can motivate those who want 
to become practitioners to continue their education after graduation. 

A number of schools are using faculty seminars to interest their 
instructors in research. There, faculty members present information 
concerning research in progress and discuss plans for research de- 
velopment or application to practice. When a respected clinical 
teacher who is a successful practitioner has a negative attitude toward 
research, he puts up an almost insurmountable obstacle to develop- 
ing proper student interest in research, but a faculty member well- 
informed about research is not likely to belittle it in order to mask 
his own ignorance. 

Many clinical teachers have good reason to neglect research. Al- 
though they may have the aptitude and the inclination for it, their 
heavy teaching loads leave them little time for any academic pursuit 
other than checking the technical progress of more students than 
they can teach effectively. Were they given time and encouragement, 
they might well conduct controlled clinical studies to determine 
where the findings of research can be applied to clinical practice. Re- 
search findings are not generally accepted until they have been con- 
firmed by impartial observers. The clinical teacher and the dental 
student therefore can contribute to and benefit from the develop- 
ment of clinical investigations. There are now too few dentists with 
sufficient knowledge of research methods to determine the value of 
research findings in practice. The Commission recommends that: 
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1. Dental schools initiate or reinforce programs designed to stimulate 
faculty interest in research in order to improve the interest in scholarly 


pursuits. 

2. Dental schools enlarge their faculties to provide more time for research 
for those who are competent to engage in it. 

3. Dental schools develop and improve programs which are designed to 
interest dental students in research and teaching. 


An obstacle to the development of student interest in research is 
the unbalanced emphasis that has been placed on clinical instruction. 
There has been a tendency for some universities, particularly those 
that are privately endowed, to count on income from the clinics to 
support their dental colleges. In order to produce income for the 
university, dental students have been required to spend a dispropor- 
tionate amount of time in the clinic rather than in the library or 
laboratory. Under these conditions, training in clinical skills is 
likely to displace scientific education and research. 

Privately endowed schools are handicapped in securing federal 
support by the matching grant requirement. While state-supported 
institutions usually find it possible to obtain appropriations equal to 
those offered by the federal government, the private schools find such 
matching extremely difficult. The Commission recommends that: 


Federal assistance provided under the Health Facilities Act be liberalized 
to provide effective assistance to all dental schools for the expansion and 
improvement of their educational facilities. 


The Commission believes that there should be a re-appraisal of the 
overhead cost stipulations that accompany research grants. Since 
much of any future increase in research allotments undoubtedly will 
come from the federal government, the Commission is particularly 
disturbed at federal policy in this regard. Although the federal gov- 
ernment will pay the full cost of federally financed research con- 
ducted by industry, it allows universities to spend for overhead only 
15 per cent of the grants it makes to them for investigation in identi- 
cal areas. This unrealistic stipulation has caused some universities 
to refuse research appropriations, or to draw on their capital reserves, 
or to curtail teaching activities in order to meet the overhead. There- 
fore, the Commission recommends that: 


The federal government in its support of research and training in the 
fields of health adopt the principle of payment to the universities of the 
full overhead costs. 


Dental education and research have been, and still are, too 
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often isolated both physically and intellectually from the rest of the 
university. The problems of dentistry, like those of all specialized 
areas, are related to problems in many disciplines. Dental schools 
alone cannot provide the preparation for either the number or the 
variety of investigators needed in dental research. Competent scien- 
tists from other disciplines must be recruited, not only to increase 
the number of dental researchers, but also to improve the quality 
and quantity of dental research by supplying new approaches to its 
problems. 

Recruitment from other disciplines should not overlook the social 
sciences. Dentistry has its epidemiologic, its economic, its social, and 
its educational problems. These are the more urgent because they 
have been long unrecognized; or if recognized, unexplored. At- 
tempts have been made to secure grants for such studies, but too 
often these studies are so poorly designed that the requests have been 
denied. Although a few dental schools have developed satisfactory 
relations with other university divisions, with much benefit to their 
educational and research programs, they are the exception, not the 
rule. A larger number of researchers with basic science background 
can expand dental research in areas insufficiently explored or as yet 
untouched. The Commission recommends that: 


Universities assume more responsibility for the development of close re- 
lations among their dental schools and other health science schools and 
graduate departments in order to promote exchange of knowledge and 
ideas. It further recommends that: 

1. Substantial federal funds be made available for the recruitment and 
training of competent scientists from dental and other fields of science 
to do research in dental schools: and 

2. Research efforts be broadened to include more projects in the fields of 
the social sciences and education, and that the collaboration of the ap- 
propriate university departments be enlisted for such study. 


The establishment of the fellowship programs by the National 
Institute for Dental Research, and the recent inclusion of dentistry 
to the extent of about | per cent of the total research training grants 
provided by the National Institutes of Health, is probably the most 
important single step yet taken to elevate and improve dental re- 
search and education. There are approximately 250 graduate courses 
in 30 basic health and clinical science disciplines now offered in 35 
dental schools and other dental institutions. Registration figures in- 
dicate that there are approximately 600 students enrolled in the 
courses. Obviously, many of the available courses do not have a high 
enrollment. The Commission recommends, therefore, that: 
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1. Financial support for fellowship and training programs be augmented. 


After completing the post-doctoral fellowship program and before 
becoming eligible for a senior research fellowship, a number of 
trainees are absorbed into dental faculties and given teaching as- 
signments that provide little time for research. Some supplement 
their salary by part-time practice, thereby further reducing their 
time in research. 

In order to permit teaching institutions to utilize better the 
training and experience of those who have completed post-doctoral 
fellowship programs but have not gained sufficient stature to apply 
for senior fellowships, additional financial support must be found. 
Therefore, the Commission recommends that: 


1. A form of fellowship be created between the post-doctoral and senior 
fellowships for career development and that it be supported by federal 
funds. 


Recognizing the need for criteria to be applied to the many types 
and brands of materials used in dental restorations, metals, plastics 
and the like, the American Dental Association in 1928 established a 
working relation with the National Bureau of Standards located in 
Washington, D. C. The Association has continued its support and 


the program has grown until now eight permanent and nine tempo- 
rary American Dental Association employees are stationed at the 
Bureau. 

Chemical, pharmacological, and clinical research has produced 
and will continue to produce new drugs and preparations that are 
potentially useful in dentistry. These agents also require evaluation. 
To do this the American Dental Association established in 1930 the 
Council on Dental Therapeutics. The creation of this critical, ob- 
jective agency to appraise these products stimulated investigators 
and manufacturers to do much more research before marketing 
products. Budgetary support for the Council comes from the 
American Dental Association, which because of competition for 
funds by its many activities has not been able to subsidize the Coun- 
cil adequately. Therefore, the Council’s direct participation in re- 
search and in the analysis of pharmaceutical preparations, while very 
beneficial, has been limited. In anticipation of a continuing flow of 
new drugs, every effort should be made to protect the public and 
the dental profession. The Commission therefore recommends that: 


1. There be an expansion of facilities for the evaluation and standardiza- - 
tion of pharmaceutical preparations used in the treatment of dental disease. 
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The new knowledge that research produces must be communi- 
cated to be understood, and must be applied to have practical value. 
The means of doing this in dentistry, as in other specialized fields, 
are principally two—publications and verbal reports delivered at 
meetings. The chief publication in this area is the bi-monthly Jour- 
nal of Dental Research, which since it was established in 1919 has 
increased the number of its articles from 32 to more than 300 per 
year. In 1959 the Editor estimated that he had a backlog of 40 manu- 
scripts which could not be published within the year because of 
space limitations. This backlog may be relieved somewhat by two 
new journals: 

1) The Archives of Oral Biology, which made its appearance in 
August, 1959; 

2) Dental Progress, published by the University of Chicago Press, 
which began publication in the Fall of 1960. 

Its plan is to give early publication to condensed research reports 
that have a clinical application. 

The best attended meeting on research is the annual session of the 
International Association for Dental Research, in which the number 
of papers presented has grown from 2 in 1922 to over 300 in recent 
years. Despite the surge in papers read and articles published, how- 
ever, there is still very often a considerable lag before research re- 
sults are translated into practice. The Commission recommends that: 


Communication of research findings to dental teachers and to practitioners 
be accelerated and that federal and other assistance be provided for the 
dissemination of research information by the use of publications, seminars, 
and institutes. 


The progress dental research has made is promising, and when 
this research has better financial support, and larger numbers of well 
prepared investigators become available, the result should be much 
less suffering from the physical and psychological effects of oral 


disease. 
808 South Wood Street 
Chicago 12, Illinois 





What Is an American 


RUFUS B. VON KLEINSMID, A.M., Ph. et Litt.D., LL.D. 
Chancellor, University of Southern California 


This is a very auspicious occasion. It would not be frequently, I 
am sure, that a College of such dignity in its profession, purpose, 
and practice would meet in any one city of the United States of 
America since its parish is the world. 

We are to be congratulated, we members of this historical City of 
the Angels, that you have come to us this year for the sessions of 
your august organization. We receive many distinguished groups in 
Los Angeles and we shall continue to do so. As they grow larger and 
larger, so shall we. If their membership expands, we shall build an 
addition to our Sports Arena. Anyway, true to the spirit of the West, 
of the nation, we hold out our hands in warmest welcome, feeling 
ourselves honored in your acceptance of our invitation and wishing 
to place all we have at your disposal that your meeting may be a 
success. 

This is a great land in which we live. There may be other folk who 
think of other lands in exactly the same terms which we would use in 
connection with our own, but somehow it is very difficult for us to 
realize that any land can be so favored, that any other area can be 
so blessed with materials, men and women, and opportunity a3 this 
one in which we live. And we stand among the nations of the world 
as an object of peculiar envy and of peculiar ability to serve, because 
we are a favored land. 

We call ourselves Americans, but what is an American? Is there 
such a thing as homo Americanus? Is there a being who by and in and 
of himself because of his forebears has a right to say, ‘““This is my 
own, my native land’’? Yes, with proper bows, I suppose, to other and 
older nations in the world, it would be perfectly proper for him to 
say so. But by dint of circumstances, that very statement requires 
some explanation. 

You recall, even though you were not here, the doughty navigator 
who wheedled from the good Queen her family jewels, and favored 
with the winds went out across the seas in search of what came to be 
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known as America. The signs were favorable; his hopes were realized. 
Some wag said he knew he came to America because of the labels on 
the tomato cans that were floating by on the waves. But he knew he 
had come to some land of promise (even though it was the West 
Indies); some land of riches, some land of peculiar favor of Heaven. 
And then what transpired is so recent as to be fresh in the mind of 
every school boy and every school girl under the Stars and Stripes. 
This is the New World. 

Is the only true American the individual that Columbus and his 
crew found upon the islands adjacent to our coast? I don’t know. He 
was here when the first Europeans arrived, but he gave evidence that 
there were others here before him, before the multitudinous tribes 
which spread their happy hunting grounds across the face of this 
continent. There were the Aztecs, there were the Toltecs, and before 
the Toltecs there were the nondescript groups that we classify under 
the general term of Indian; they were the habitants originally. 

Where did the American come in as we know the American? He 
came for peculiar and sufficient reasons. He came from England to 
find freedom for the expression of his faith. He came from Holland 
for the same reason. He came from the institutions of the world in 
order that he might be given one more chance. He came to find 
health as well as wealth. But he was not an American. Indeed, I 
don’t know when first we began to claim an American citizenship 
and an American civilization. But this I do know; that by the time 
I came along to earn my particular square foot, give or take a little, 
there were more Germans in the city of Chicago than there were in 
any other city of the world with one exception, and that exception 
was Berlin, the capital of the German Empire. 

There were more Germans in Milwaukee than there were those 
who could have called themselves rightly natives to the American 
soil. In spite of what the television and the radio blurt out repeatedly, 
repeatedly, and repeatedly, it was not Mr. Schlitz who made Mil- 
waukee famous. It was the German who made Milwaukee famous. 
Likewise did the German make St. Louis and Cincinnati and Buffalo 
and Baltimore famous with what he did for these various localities 
and what was by this time the United States of America. So did your 
Irish forebears, for there were more Irish in New York than in any 
other city in the world. There were more Scandinavians in Minne- 
apolis than there were in any purely Scandinavian city on the face 
of the globe. 
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How many Danes are there in the area of Los Angeles, for instance? 
Seventy thousand Danes are located here and in other areas of the 
state. Are they Danes? Are the Irish, Irish? Are the Germans, Ger- 
mans? We have 22,000 Greeks scattered up and down our coast. We 
have Indians from India in very generous colonies. You, on your off 
moments, are asking friends to take you to Chinatown. The Chinese 
here, numerous as they are, are as much at home as they were in 
Hong Kong, as they were in Shanghai, or in Peking; so too the 
Japanese and the Italians. California has many of her broad acres 
devoted to vineyards; the largest vineyard in the world is here, one 
time owned, developed, and perpetuated by the Italians. 

But there is one beautiful thing about this composite America of 
ours. Somehow, fond as we are of the Fatherland—lI am very glad to 
say that this is my Fatherland—fond as my forebears were of their 
Fatherland, fond as the Irish are of Cork, fond as the Scotch are of 
Edinburgh, they are Americans. In other words, it is a peculiar char- 
acteristic of our European settlers that they created a new home, that 
they established a new habitation, and that they became a new nation. 

Who are the Americans? Only those who have been here for three 
generations? Oh, no. Argue that out if you want to with the Irish 
policeman on the corner. I should like to be there to see it. Argue 
that out, if you will, with your German professors in your colleges 
and universities. Argue that out, if you. may, with your Greek pro- 
fessional man, with your Scandinavian merchant. These people are, 
as they have always tended to be immediately, citizens of the country 
of their adoption. 

But you will say, “How can you make an American out of all of 
this?” You can not make more than one American out of one person, 
that is true, but in toto we are the inheritance of the culture of the 
world, the nations of the world. We are Germans, we are Dutch, we 
are Spanish. This blessed land here still speaks with a Spanish lilt 
and boasts of its Spanish forebears. If I omitted to name from whence 
you came, you are just as much Americans nevertheless. 

We are from the four corners of the world, settled as no other 
nation in all the world has been settled, to furnish a home wherein 
conscience may be our guide, where opportunities may be equally 
and evenly divided among us, and where that which is desirable for 
one is obtainable by another, and that which is the reward of one is 
his reward only to express a responsibility on his part that others 
may strive for the same reward. 
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I say there is no other nation in the world like America. We are 
the present-day wonder of the world. How is it then, that out of all 
this diverse racial and ethnic composition, we have made the greatest 
nation in the world? Your forebears gave us something. I like to 
think, with rather generous praise, that the father and the mother 
of any American citizen today in his ancestry brought to life on the 
altar of Americanism the finest civilization of the world. 

There are points of difference. How come then that we have been 
so carefully, so fervently, so ferociously, so everlastingly knit together? 
Let us overlook minor differences. I think one of the differences which 
separates us in its influence is religion. But they came for religious 
freedom. They became a bit exclusive in the opportunity to practice 
that which they believed, and so religious quarrels sprang up. 

Of course, down around Boston we were children of the Pilgrims 
and if you should give us a name I suppose you would have to call 
us free churchmen. And along comes a Baptist. I have never ob- 
served that a Baptist is less a free churchman than a Congregational- 
ist, but he was not welcome. A little farther on and a land quite as 
fair, quite as inviting, quite as rewarding was waiting for him, and 
the Episcopalian and the Lutheran and the Catholic, and what you 
will and where you may, they spread across the land, living in peace 
and in harmony for the most part. 

The present tendency, labeled with a long and for some rather a 
difficult word in its pronounciation—we call it ecumenicity—the 
present trend to ecumenicity, to gather together all of these types of 
religious faith, may not be all that its adherents and its promotors 
think it means. In other words, these things have separated us into 
valiant bands. 

I saw it announced in the paper the other day that some 4,000,000 
Lutherans of four distinct connections would probably come to- 
gether to form one religious group. About 20 years ago, different 
types of Methodist bodies, nation-wide, yea, world-wide, gathered to- 
gether to make one big Methodist church. Ten million is the num- 
ber of its communicants. They never stopped to question whether 
it was a good thing or bad. I merely leave it to you. Then there came 
the movement where the Congregationalists joined with the Baptists, 
and another branch of the Congregationalists joined with the so- 
called Christian church. The movement is on to unify. In numbers 
there is strength, and we may some day have to have that denomina- 
tional strength. 
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But the point I am getting at is that we began long ago to get 
along with each other. Religion, instead of becoming separatist in 
its influence upon the lives of Americans, became a unifying force, 
first, because of the spirit of fairness, and then perhaps from the 
spirit of don’t-careness, then the spirit of willingness to live and let 
live. Now we are coming together again for the influence of the 
power that may be resident in numbers. Religion does not any longer 
separate us. 

When on the Sabbath you watch your neighbor go to church, 
you just have to pick up your old hat and go again. Do you wonder 
to which church she is going? And having been and returned, do 
you upbraid her because she had not been an attendant upon your 
church? No. There is a point at which we practice what we proudly 
call in America, tolerance. 

Politics is separatist in its character. How you all became Republi- 
cans I don’t know . . . in fact, the lift of the head, the lift of the eye, 
that proud possession somehow or other seems to mark you as such! 
Some of you, perhaps with less study of the problem and a little less 
ambition, remained Democrats! 

But why should I waste my time trying to find out? I have a 
school to teach, I have a business to follow, I have a pulpit in which 
to preach, and I go about my business, maybe feeling sorry for the 
man who is not a Republican, or perchance feeling sorry for the 
man who is not a Democrat. I have made no confession, but this is 
what I am saying, that that does not stand between me and thee, and 
it is on that rock of tolerance that we shall never be broken. 

And then there is the matter of geographical location which some- 
times separates us. It took me two weeks to get to Yokohama on one 
of the finest steamers that ply the sea, with all the comforts that one 
can dream up, that one can possibly provide—l4 days; then two 
weeks of rapid activity with all the details of a crowded program, 
and back to the airport at Tokyo and home in 16 hours. Two weeks 
to go there; 16 hours to get back. It is an amazing situation. 

Geographical location does not separate us any more. I can be in 
Tokyo day after tomorrow, and I won’t have to get up too early 
either. And as far as packing is concerned, if I don’t have what I 
want when I get there it is so easily obtained and so reasonably. 

So I could go on. The things that you are thinking of at this mo- 
ment that might separate you from your neighbor must be purely 
personal. I probably could not sympathize with you, I could not 
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even imagine what these curious little whims of personal views are 
that drive you apart. 

So as American people we are welded together. It may have its 
disadvantages, you know, and I sometimes wonder. I like it so, and 
so do you, but do you stop sometimes when things come so easily, 
when things come so pleasantly, when things come without the cost 
of, let us say, sweat of the brow or bloody sweat of the brain, and ask 
“Where is the hitch?” There is a catch somewhere, and it may be 
that for every nation in the world that looks with gratitude toward 
the United States of America there is a nation that looks in our di- 
rection in envy. Think it over. 

I heard somebody say the other day that the world is divided into 
two camps, one of them under the eager anticipation of the Com- 
munist leadership, and the other under the rather lackadaisical hope 
that the balance of the world won't have to fight to keep freedom 
alive. When I say lackadaisical I am simply meaning that where 
everything is as pleasant and lovely and joyous sweetness and light 
as we know it to be in this country, we are likely to forget that there 
was a cost ta it all. To perpetuate the institutions built upon that 
cost requires eternal vigilance. 

We are not even worried where there is a show of uneasiness. We 
have a curious expression, maybe a bit crude, where there is a show 
of the bellicose—somebody wanting to fight something—we say, 
with your pardon, “Keep your shirt on.” I mean we used to say that. 
Now we say, “Keep your shoe on.” That is supposed to quiet the 
situation. Will it do it? Will it do it for long? 

In many particulars, good friends, this is going to be the most 
serious year of domestic concern that you and I have ever known. 
You may look back and say, “Oh, no. I remember now when the 
Bull Moose broke loose; that was the hardest year.” Or you may say, 
“I remember now when Abe Lincoln was sacrificed; that was the 
worst year.” Stop to think with me, and whether you will or not im- 
mediately, I am sure the hour cometh, yea, will be, when you recog- 
nize this as the most serious day in the political life of the United 
States of America. 

Can you let it go by blindly? No. Why? Because you are an Ameri- 
can. You are the inheritors of that with which we are surrounded 
and are duty bound to pass on to our children and to our children’s 
children. But it requires more than the evidence of confidence and 
faith and gratitude. It requires good, hard work, built upon a broad, 
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deep understanding of the problems with which we are confronted. 

It is a small world. How frequently we hear that. Yes, it wasn’t so 
small and it isn’t so small. It requires more genuine mental energy, 
more hard-won spiritual success these days to keep what is good, 
than ever before in history. 

You will say, “Why?” In the first place, the world is in a ferment. 
In your youth and mine how frequently did we hear about the 
Congo? Perhaps never, other than about nuggets of gold from the 
Congo. I remember as a boy of 10 or 12 years reading a beautiful 
story about Tanganyika in Africa. For years I never came across 
the word again. Well, it is back. South Africa—I have worked for 
four years beside a great scholar from South Africa and so I have 
heard frequently of the University of Capetown, the University of 
Witwatersrand—but for most of us it is an area of an institution not 
only unknown but we don’t care about it. We are not going to do 
that any more. If we do, the pure, simple, intellectual recognition 
of the rest of the world which lies outside will never achieve success 
for us, and the heritage of our children will be wasted in this gen- 
eration. 


The world stands out on either side 
No wonder that the heart is wide; 
Above the world is stretched the sky, 
No higher than the soul is high. 

The heart can push the sea and land 
Farther away on either hand; 

The soul can split the sky in two, 

And let the face of God shine through. 
But East and West will pinch the heart 
That can not keep them pushed apart; 
And he whose soul is flat—the sky 
Will cave in on him by and by. 


Never a truer word spoken. What do our friends in the Far East 
ask for? Friendship and understanding. What do our friends in 
Europe, many of them ground under the iron heel of autocracy, ask 
for? Understanding, and with that understanding the flow of good 
will. I do not mean the flow of largess. I certainly do not mean the 
gifts of money or the gifts in kind. I mean that interest that an 
American can afford to take, because out of it all he is and all he has 
at one time were made possible. 

How are we handling this great wealth? Well, we are said to be 
the most wasteful nation in the world. Why take up the various 
criticisms which during a political contest year one is likely to hear 
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on all sides? Some Democrats don’t like us; they think we are losing 
out. There are some Republicans who don’t like us either, and I am 
sure that practically all the Prohibitionists do not like us too well 
under the present practice. But with what we have, we have im- 
pressed the world. We are wasteful? Yes, we are wasteful. Every na- 
tion is wasteful. 

I recently came from a country which I could not understand as 
having become the practice of the table, the practice of the kitchen, 
the practice of the pantry, merely because the margin of life was so 
barren. This does not say all that I mean, and I don’t want you to 
think I am taking advantage of the situation of my host, but I never 
thought of eating sparrows before I went to Japan recently. There is 
no waste quite so to be condemned as the waste in the land, and in 
the presence of many, many lands that have so little. 

Then there are the spiritual values that we waste. Oh, I just wish 
you could take a position some day on a broad vista, and from the 
pinnacle look out over all the possessions of the American people, 
their art, their music, their gifts of friendship and love, their intimacy 
and confidence. Here is waste. 

Someone in the dank darkness of a Southern prison at the close 
of the War Between the States wrote a magnificent poem, the last 
stanza of which is as applicable today as ever it was. What did he say, 
looking forward to these years that you and I are enjoying in this 
greatest land on earth, America? 

Long as thy art true, art shall love 

Long as thy science, truth shall know. 
Long as thy God is God above, 
Thy neighbors every man below 

So long, oh, land of all my love 


Thy name shall shine 
Thy faith shall grow. 


Are these the riches toward which all men at all times have set 
their gaze, their hopes, their longings, their anxieties, their sacrifices? 
My good friends, we have them, and we have them to hold and we 
have them to keep. Unless the kernel of corn fall in the ground and 
die, there is no harm in it. But we will not keep this great treasure 
of ours unless it be vested in human life, the life with which we are 
surrounded, the life of the brothers and the sisters, the men and the 
women, the children that are lower but join us at the kitchen fire- 


place. 
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Again with my mind I look for a moment upon the far reaches of 
the great Orient: 

Oh, East is East, and West is West, 
and never the twain shall meet, 

The Earth and Sky stand presently 
at God’s great Judgment Seat; 

But there is neither East nor West 
Border, nor Breed, nor Birth, 

When two strong men stand face to face, 
tho’ they come from the ends 
of the earth! 


Mr. President, if there were ever an audience that spells strength, 
this is it. Three weeks ago I faced upon a hillside in the open autumn 
air 7,000 miles away, a great audience. As I looked them over said I 
to myself, “Here is the strength of the Orient.” But there is strength 
in Africa, there is strength in Europe, there is strength in Australia. 
To them there is neither East nor West. The world is to be uniform 
where “strong men stand face to face, tho’ they come from the ends 
of the earth.” 


AMERICA 


Centre of equal daughters, equal sons, 

All, all alike endear’d, grown, ungrownd, young or old, 

Strong, ample, fair enduring, capable, rich, 

Perennial with the Earth, with Freedom, Law and 
Love, 

A grand, sane, towering, seated Mother, 

Chair’d in the adamant of time. 


Walt Whitman 








The 1960 Convocation 


SUNDAY, OCTOBER 16, 1960 
BILTMORE HOTEL, LOS ANGELES 










“This is the Fortieth Convocation of the College. Rigid adherence 
to high principles in professional life has been largely responsible for 
success in its work. No organization survives for very long unless it 
has something worth while to offer. College affairs are in healthy 
condition. 

Our success is not measured in number of members or in the 
amount of money in the treasury but rather in terms of accomplish- 
ment. While we can point with pride to many attainments of the 
past, there exist a multitude of problems which harass the profession 
today. Leadership is essential and experience has shown that the 
College can give such initiative. 

During this age of rapid social change the profession must attain 
a widened viewpoint. Relationships between groups are being al- 
tered with considerable rapidity. The dental profession must keep 
alert to these alterations. 

The program this year is designed to bring to your attention cer- 
tain recommendations arising from the work of the Commission on 
the Survey of Dentistry. The Director of the Survey and his staff 
will present reports on each phase of the study. These presentations 
will summarize the conclusions of the Commission on dental prac- 
tice, dental education, dental research and dental health. From the 
very nature of Fellowship in the College every Fellow will have 


great interest in this program. 
It is our hope that you will benefit from this Convocation both 


from a practical and spiritual standpoint.” 
DonaALD W. GULLETT, 


President 
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THE 1960 CONVOCATION 


THE MINUTES* 


Donald W. Gullett, President, presided. The invocation was pro- 
nounced by the Reverend John C. Weston, A.B., B.D., Chaplain of 
the Hollywood Presbyterian Hospital. 

Dr. James P. Vernetti, Chairman, presented the report of the 
Necrology Committee. The names of the Fellows of the College 
who died during the past year follow: 


Lloyd M. Barger, Baltimore, Maryland, September 16, 1959 
Edward H. Bruening, Tucson, Arizona, April 21, 1960 

Irving B. Clendenen, Oak Park, Illinois, January 22, 1960 

Herbert C. Cooper, Portland, Oregon, April 6, 1960 

Harvey V. Cottrell, Worthington, Ohio, March 27, 1960 

L. M. Cruttenden, Berkeley, California, August 8, 1960 

William R. Davis, Lansing, Michigan, December 14, 1959 

Oswald M. Dresen, Milwaukee, Wisconsin, March 26, 1960 

Linus Matthew Edwards, Durham, North Carolina, February 25, 1960 
John Cook G. FitzHugh, McKeesport, Pennsylvania, September 6, 1960 
Charles W. Freeman, Chicago, Illinois, June 26, 1960 

Millard D. Gibbs, Hot Springs, Arkansas, July 21, 1960 

Kenneth R. Gibson, Birmingham, Michigan, December 15, 1959 
James T. Ginn, Memphis, Tennessee, October 31, 1959 

Alaric W. Haskell, Brunswick, Maine, December 2, 1959 

Karl Haupl, Dusseldorf, Germany, June 29, 1960 

Andrew J. Heffernan, Wilkes-Barre, Pennsylvania, November 16, 1959 
Lester H. Jasper, St. Louis, Missouri, May 3, 1960 

Benjamin F. Johnson, Wausa, Nebraska, February 3, 1960 

Leland Leo Kraus, Milwaukee, Wisconsin, May 27, 1959 

Claude S. Larned, Battle Creek, Michigan, November 4, 1959 

Charles S. Lipp, San Francisco, California, November 21, 1959 

W. H. O. McGehee, Washington, D. C., September 25, 1959 

William A. McKee, Benton, Illinois, February 27, 1960 

Aubrey L. Martin, Seattle, Washington, April 13, 1960 

Frederick F. Molt, Laguna Beach, California, October 3, 1959 
Charles Nelson, Fergus Falls, Minnesota, January 19, 1960 

Jesse M. Peabody, Denver, Colorado, April 6, 1960 

George T. Perkins, San Antonio, Texas, April 22, 1960 

Dallas LeRoy Pridgen, Fayetteville, North Carolina, September 30, 1960 
James E. Pyott, Baltimore, Maryland, December 25, 1959 

Harold G. Ray, San Francisco, California, July 17, 1960 

Ernest H. Redeman, Marinette, Wisconsin, August 22, 1959 

Emerson R. Sausser, Philadelphia, Pennsylvania, December 6, 1959 
Joseph Paul Scola, Mt. Vernon, New York, May 27, 1960 

Alver Selberg, San Francisco, California, April 25, 1960 

Joseph L. Selden, Louisville, Kentucky, October 9, 1959 

George M. Shields, Miami, Florida, November 30, 1959 


* Compiled and abbreviated by O. W. Brandhorst, Secretary. 
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Edmund V. Street, San Francisco, California, August 30, 1960 
William H. Street, Richmond, Virginia, December 17, 1959 
Willis A. Sutton (Honorary), Atlanta, Georgia, July 27, 1960 
Merrill G. Swenson, Portland, Oregon, August 5, 1960 

Harold C. Van Natta, Lakewood, Ohio, August 7, 1960 

Edward Irl Varvel, Greeley, Colorado, July 27, 1960 

Atwood M. Wash, Richmond, Virginia, February 27, 1960 

Harry Jay Watson, Sr., Milwaukee, Wisconsin, September 14, 1960 
Raymond L. Webster, Providence, Rhode Island, May 14, 1960 
John L. Wilson, Indianapolis, Indiana, July 28, 1959 

William LeRoy Wylie, Cleveland, Ohio, July 30, 1960 


The audience was asked to stand in silence for a few moments in 


memory of the deceased Fellows. 
Dr. Thomas J. Hill, Chairman, presented the report of the 
Nominating Committee. The Committee recommended the follow- 


ing men for the several offices: 


President-elect Henry A. Swanson, Washington 
Vice-President George S. Easton, Iowa City 
Treasurer William N. Hodgkin, Warrenton, Va. 


Regents (4 year terms) Percy G. Anderson, Toronto, Canada 
f Carl J. Stark, Cleveland 
There being no further nominations from the floor, these men 
were elected to the offices indicated. 
Dr. Jay H. Eshleman delivered the Indoctrination Address. 
Vice-President Oscar P. Snyder presided while President Gullett 


gave his presidential address.* 


THE MORNING PROGRAM 


The College was privileged at this time to hear the reports* on 
the recommendations of the Commission on the Survey of Dentistry 
in the United States by those who participated in the studies. Because 
of the importance of the recommendations and their possible effect 
on the future of dentistry, all members of the dental profession, 
especially the delegates and alternates to the House of Delegates of 
the American Dental Association, were invited to attend this ses- 
sion. The following program was presented: 


THE PurRPOSE OF THE SURVEY 
Donald W. Gullett, D.D.S., Toronto, Canada 


THE APPROACH TO THE STUDIES 
Byron S. Hollinshead, M.A., LL.D., L.H.D., Chicago, Il. 


*These presentations appear elsewhere in this issue. 
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Tue STUDIES AND RECOMMENDATIONS: 


Dental Health 
Wesley O. Young, B.S., D.M.D., M.P.H., Boise, Idaho 


Dental Practice 
Robert G. Kesel, M.S., D.D.S., Chicago, Ill. 


Dental Education 
William R. Mann, D.D.S., M.S., Ann Arbor, Mich. 


Dental Research 
Robert G. Kesel, M.S., D.D.S., Chicago, Il. 


THE FELLOWSHIP HOUR AND THE LUNCHEON 


At the conclusion of the essay program, an hour was set aside for 
an opportunity to renew old acquaintances and to meet new friends. 

The luncheon was held in the Biltmore Bowl, and was under the 
auspices of the Southern California Section of the American College 
of Dentists. Dr. Leroy E. Knowles, Chairman of the Section, pre- 
sided. The guests at the head table were presented. Dr. Jack S. 
Rounds then introduced dentists of “fame in other fields” —sports: 


Dr. Neill Kohlhase: Water Polo champion and presently Coach, University 
of Southern California; Coach of U. S. Olympic Water Polo Team, 1956 and 
1960. 

Dr. Robert L. Van Osdel: High Jump champion, University of Southern 
California; U. S. Olympic Team, 1932, medal winner. 

Dr. Les Horvath: All-America Football team, Ohio State University, 1944; 
Heisman Trophy winner, 1944; outstanding pro-Football player. 

Dr. Clarence Houser: Shot and Discus champion, University of Southern 
California; U. S. Olympic Team, 1924 and 1928, medal winner. 

Dr. Charlie Borah: Track and Relay champion, University of Southern 
California; U. S. Olympic Team, 1928, medal winner. 

Dr. Edgar Buchanan: Movie and Television actor; now devoting full-time 
to dramatic activities in California. 

Dr. Frank Taylor: Golf champion; member of Walker Cup team representing 
the United States. 


Dennis Day, scheduled to appear as the entertainer, was unable 
to be present. The Modernaires, in his place and on short notice, 
presented an enjoyable program that was received enthusiastically. 


THE AFTERNOON PROGRAM 


After a procession of the candidates for Fellowship and their 
sponsors, the Officers, the Regents, the speaker, and the recipients 
of the Awards, Dr. Robert W. McNulty, Orator of the College, 
pronounced the invocation. 
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Dr. Rufus B. von KleinSmid, Chancellor of the University of 








Southern California, addressed the group on the topic: “What Is 


an American.” (This is published elsewhere in this issue.) 


THE FELLOWSHIPS 


Fellowships in the college were conferred upon the following 


persons: 


James Joseph Ailinger, Buffalo, N. Y. 

Frank M. Amaturo, Chicago, Ill. 

Melvin H. Amler, New York, N. Y. 

John Alfred Anderson, Chicago, III. 

Leland Dale Anderson, Iowa City, Iowa 

Robert Kenneth Armstrong, Memphis, 
Tenn. 

Theodore Galt Atwood, San Francis- 
co, Calif. 

Hugh M. Averill, Rochester, N. Y. 

Polly Ayers, Birmingham, Ala. 

Thomas King Barber, Bensenville, Ill. 

Lloyd Baum, Loma Linda, Calif. 

Leonard Berman, Mt. Vernon, N. Y. 

James E. Berney, Davenport, Ia. 

Wallace Henderson Black, El Paso, 
Texas 

Gustaf Edgar Boman, Duluth, Minn. 

Gerald Henry Bonnette, (Navy) 

Robert Lloyd Borland, II, Los An- 
geles, Calif. 

Charles Frederick Brand, Glenshaw, 
Pa. 

I. Norton Brotman, Baltimore, Md. 

Stuart W. Browning, New Braunfels, 
Texas 

Carl Leon Busbee, Conway, S. C. 

Francis L. Bushnell, San Francisco, 
Calif. 

Arthur Beverly Carfagni, San Fran- 
cisco, Calif. 

J. C. Carrington, Jr., Austin, Texas 

John G. Carr, Camden, N. J. 

Emanuel Cheraskin, Birmingham, Ala. 

John E. Chrietzberg, Atlanta, Ga. 

Alan York Clarke, Portland, Ore. 

Daniel Joseph Collins, Tupper Lake, 
N. Y., (Vet. Adm.) 

Julian Richard Conant, (Navy) 

Vivian David Cooper, Birmingham, 
Ala. 








Henry Ivan Copeland, (U.S. Air Force) 

James Milton Courtney, Cleveland, 
Ohio 

Byron Noel Coward, Corpus Christi, 
Texas 


James Edward Cummings, Denver, 
Colo. 
Walter Leonard Cuthbertson, San 


Francisco, Calif. 

Albert A. Dahlberg, Chicago, Ill. 

James S. Dailey, Los Angeles, Calif. 

George L. Delagnes, San Francisco, 
Calif. 

Alex Dinin, New York, N. Y. 

J. Eugene Dodson, San Francisco, 
Calif. 

Frank Nagel Dorsey, Anchorage, Alas- 
ka 

Edward J. Driscoll, (USPHS) 

Arthur Albert Dugoni, South San Fran- 
cisco, Calif. 

Charles Keith Emery, Corpus Christi, 
Texas 

Clinton Campbell Emmerson, Hemet, 
Calif. 

Peter F. Fedi, Jr., (Navy) 

Frank John Fiaschetti, Binghamton, 
N. Y. 

Sidney B. Finn, Birmingham, Ala. 

Ben J. Fisher, Indianapolis, Ind. 

Lawrence W. Ford, Columbus, Ohio 

William Francis Ford, Winnetka, Ill. 

Leonard Samuel Fosdick, Wilmette, III. 

Mollie Davidson Foster, Pittsburgh, 
Pa. 

John Wallace Frame, Sr., Los Angeles, 
Calif. 

Edward F. Furstman, Los Angeles, 
Calif. 

Lawrence Leonard Furstman, Beverly 
Hills, Calif. 
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Oscar Ginder, New York, N. Y. 

Samuel W. Glynn, Honolulu, Hawaii 

Paul William Goaz, Oklahoma City, 
Okla. 

Arthur Gold, Springfield, Mass. 

Abraham Goldstein, Brooklyn, N. Y. 

Jake Joseph Goodwin, Jr., Longview, 
Texas 

William Truett Goss, San Antonio, 
Texas 

J. Fred Grant, Spokane, Wash. 

Gus West Gray, (Navy) 

Bernard Leon Grossman, Harrisburg, 
Pa. 

Ben H. Haines, Las Cruces, New Mex- 
ico 

Homer N. Hake, Des Moines, Iowa 

Maurice C. Harlan, (U. S. Air Force) 

Harold W. Hart, Winnipeg, Canada 

Paul Z. Haus, New York, N. Y. 

Clinton Erwin Haynes, Clayton, Mo. 

G. Ronald Heath, Lansing, Mich. 

Arthur Charles Heibert, Akron, Ohio 

Paul Harold Heiser, San Angelo, 
Texas 

Alvin Carl Hileman, San Francisco, 
Calif. 

Matt Alois Holzhauser, 
Wis. 

John B. Hopkins, Los Angeles, Calif. 

Edward Harold Hunter, Jr., St. Louis, 
Mo. 

Vernon Edmund Hyde, Fresno, Calif. 

William Howard Hyde, Brooklyn, 
N. Y. 

Nicholas Anthony Ippolito, Brooklyn, 
N. Y. 

Allen Masao Ito, Honolulu, Hawaii 

Joseph John Jablonski, Detroit, Mich. 

George Wendell James, Indianapolis, 
Ind. 

William Andrew Johnson, Waco, Tex- 
as 

James William Kapp, St. Joseph, Mo. 

William Paul Keller, Indianapolis, 
Ind. 

John Raymond Kilgallen, Brooklyn, 
N. Y. 

Arthur I. Klein, Indianapolis, Ind. 

Metro Joseph Kotanchik, Upper Dar- 


by, Pa. 


Milwaukee, 
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Gerald Melvin Kramer, Lynn, Mass. 

Morris Krantz, White Plains, N. Y. 

Joe Russell Kuebler, Port Arthur, 
Texas 

Paul Worth Kunkel, Jr., Portland, 
Ore. 

Bruce Robert Kurtz, Pasadena, Calif. 

Herbert Bonell Laffitte, (Army) 

Robert Lorenz Lang, Portland, Ore. 

Harold James Edward Lantz, Wynne- 
wood, Pa. 

Lindell Lewis Leathers, Washington, 
D. C. 

Theodore Cheung Lee, San Francisco, 
Calif. 

Fredrick Brackin Lehman, Cedar 
Rapids, Iowa 

Murray Angus Leitch, Detroit, Mich. 

Benjamin Franklin Loveall, San Luis 
Obispo, Calif. 

Charles Edward Loveman, Baltimore, 
Md. 

Victor O. Lucia, New York, N. Y. 

Burton Lynch, Jr., U. S. Air Force 

Steve Walton Lynch, Chicago, IIl. 

Don Chalmers Lyons, Jackson, Mich. 

Clarence Milton McCall, Jr., (U. S. Air 
Force) 

Charles Francis 
burgh, Pa. 

Robert Walls McEldowney, Harris- 
burg, Pa. 

Joseph Edward McGrath, Newburgh, 
N. Y. 

James T. McGuinn, New York, N. Y. 

Aaron Burton Markowitz, Paterson, 
N. J. 

Tully A. Mayer, Pharr, Texas 

Jose Enrique Medina, Baltimore, Md. 

Eugene Stoft Merchant, Omaha, Neb. 

Lester J. Moriarty, Watertown, S. Dak. 

Charles M. Moore, Montclair, N. J. 

Leonard Robert Moore, Union, N. J. 

Melburn L. Morrison, Riverside, Calif. 

Morton Hansen Mortonson, Jr., Mil- 
waukee, Wis. 

Herbert V. Muchnic, Beverly Hills, 
Calif. 

Lawrence Lee Mulcahy, Jr., Batavia, 
N. Y. 

Clarence Yaulpa Murff, Jr., (Navy) 


McDermott, Pitts- 
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Frank Harold Nealon, (Vet. Adm.) 

Austin Sipple Neeb, Grosse Pointe, 
Mich. 

William Allen Newman, (Navy) 

Wilbur Neal Newton, Webster Groves, 
Mo. 

Julius Norman Obin, New York, N. Y. 

James George O’Connor, Garden City, 
N. Y 


Lyle Elwood Ostlund, Everett, Wash. 

William S. Parker, Sacramento, Calif. 

William Blaine Parsons, San Antonio, 
Texas 

Charles Merritt Pearce, Jr., Dallas, 
Texas 

Robert Lloyd Pearce, Pittsburgh, Pa. 

Albert R. Pechan, Ford City, Pa. 

Chester Irving Perschbacher, Apple- 
ton, Wis. 

Brewer Albert Peterson, Eureka, Calif. 

Fred Ambrose Peterson, Denver, Colo. 

Floyd Webster Pillars, Des Moines, 
Iowa 

Charles L. Pincus, Beverly Hills, Calif. 

Max Pletman, Yonkers, N. Y. 

Homer B. Porritt, Pittsburgh, Pa. 

William Beryl Prophet, John Day, 
Ore. 

William H. Pruden, 
N. J. 

James Duncan Purves, Toronto, Can- 
ada 

Alfred J. Raccuia, Brooklyn, N. Y. 

Robert Andrew Rainer, Jr., McDon- 
ough, Ga. 

Edwin Compton Randol, Kentfield, 
Calif. 

Norman H. Rickles, Portland, Ore. 

Edward A. Riedel, Seattle, Wash. 

John Phillip Roffinella, Oakland, 
Calif. 

Francis Harrison Romick, San Fran- 
cisco, Calif. 

Donald Charles Ruthven, 
Texas 

John Thomas Ryan, Seattle, Wash. 

John William Sabo, Pueblo, Colo. 

Joseph Armand Sciutto, Berkeley, 
Calif. 

Frant T. Scott, Jacksonville, Fla. 


II, Paterson, 


Houston, 
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Brodie Glenroy Secrest, Cambridge, 
Ohio 

Ira L. Shannon, (U. S. Air Force) 

Albert B. Shulman, Detroit, Mich. 

Sidney I. Silverman, New York, N. Y. 

George William Simpson, Franklin, 
Ind. 

Marvin Simring, Brooklyn, N. Y. 

Eugene William Skinner, Wilmette, 
Ill. 

Reidar F. Sognnaes, 
Calif. 

Charles Angelo Spacagna, Providence, 
R. L. 

Robert Fink Spangler, York, Pa. 

Albert D. Spicer, Westerly, R. I. 

Floyd Erwin Straith, Detroit, Mich. 

Howard Elliott Strange, Chicago, IIl. 

Ottomar Albert Strateman, New 
Braunfels, ‘Texas 

William Lafayette Stovall, Houston, 
Texas 

Lucian Szmyd, (U. S. Air Force) 

Louis G. Terkla, Portland, Ore. 

Emil P. Traina, Teaneck, N. J. 

Minor Oscar Turrentine, Columbus, 
Ga. 

Robert Fenwick Vason, Mt. Dora, Fla. 

Theodore Harry Vermeulen, Chicago, 
Ill. 

Ott L. Voigt, Houston, Texas 

Robert V. Walker, Dallas, Texas 

John Arthur Watson, San Diego, Calif. 

George Roberts Webber, Enid, Okla. 

Herman Lewis Weisler, New London, 
Conn. 

John Graham Whinery, 
Texas 

Robert Green Wight, Yakima, Wash. 

Chas. H. M. Williams, Toronto, Can- 
ada 

James Clarence Wing, New York, 
N. Y. 

Harry Winkler, Jr., Portland, Ore. 

Samuel Henri Yoffe, Harrisburg, Pa. 


Los Angeles, 


Amarillo, 


In ABSENTIA 


Cecil Raymond Albright, (Army) 
Henry Roy Cash, Victoria, Australia 
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Clarence Lloyd Endicott, London, John Sutherland Lyell, Sydney, Aus- 
England tralia 

Malcolm Stewart Joyner, Adelaide, Noel Desmond Martin, Sydney, Aus- 

Australia tralia 


















THE AWARDS 


Honorary Fellowship was conferred upon Dr. Rufus B. von Klein- 
Smid in recognition of his many contributions to human welfare 
and his sustaining interest in dental education. 

The William John Gies Award was given to Dr. Carlos H. Schott, 
Cincinnati, in recognition of his interest in developing dental clinic 
services for the underprivileged in that area of Ohio. 

The Award of Merit was given to Miss Fern Crawford, Secretarial 
Assistant in the Central Office, for her services to both the College 
and the dental profession for more than a quarter of a century. 

















THE EVENING MEETING 


Dinner was served in the Ballroom of the Biltmore Hotel to more 
than 600 guests. The invocation was pronounced by Paul H. Dunn, 
Ph.D., Director of the Institute of Religion, Church of Jesus Christ 
of Latter-Day Saints. 

President Gullett introduced the guests at the head table, their 
wives, and those persons who had contributed to the functioning of 
the Convocation. He then proceeded with the installation of the 
newly elected Officers and Regents of the College: 
















President Edgar W. Swanson, Chicago 
President-elect Henry A. Swanson, Washington 
Vice-President George S. Easton, Iowa City 
Treasurer William N. Hodgkin, Warrenton, Va. 
Regents Percy G. Anderson, Toronto, Canada 





Carl J. Stark, Cleveland 





The gavel was turned over to the incoming President, Dr. Edgar 
W. Swanson, who asked Dr. Phillip E. Blackerby, Jr. to present the 
Service Key of the College to Dr. Gullett. (Dr. Blackerby’s remarks 
appear following these Minutes.) 

Vice-President Easton presided while President Swanson gave his 
Inaugural Address. (The Address appears following these Minutes.) 

The speaker of the evening was the Reverend Bob Richards, A.B., 
M.A., LaVerne, California; he spoke eloquently on “Life’s Higher 
Ideals.” 
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This was followed by a musical program by “The Los Angeles 
County Dentists’ Band” under the direction of Dr. Frank C. Blair, 
Jr. Dancing followed the adjournment at 10:30 p.m. 










PRESENTATION OF SERVICE KEY 


To: Donald W. Gullett 
By: Philip E. Blackerby, Jr. 


President Swanson, Fellows of the College, and distinguished 
guests, it is my great privilege this evening to pay a brief tribute to 
our retiring President, Dr. Don Gullett. I know there is really little 
I can add to what all of you already know about his qualities as one 
of our most distinguished dental leaders. 

Dr. Gullett’s reputation as a dental administrator, statesman, and 
scholar is known far and wide. For example, if we were to ask Cana- 
dian dentists who is one of their most outstanding leaders, they 
would surely point to Don Gullett. If we were to ask leaders of 
American dentistry who from another country has contributed most 
to the progress of American dentistry, in a quiet but effective way 
as a consultant to the American Dental Association, their answer 
would undoubtedly be “Don Gullett.” In view of his active par- 
ticipation in international affairs of dentistry, he would certainly 
be pointed to as a world leader by the members of the Federation 
Dentaire Internationale. And finally, I have no doubt whatsoever 
that the same kind of question put to us as Fellows of the American 
College of Dentists would again show him to be acclaimed unani- 
mously as an outstanding leader and contributor in the progress of 
the College. 

In his splendid and inspiring President’s Address this morning, 
Dr. Gullett included several quotations which I think may be used 
appropriately to characterize the man himself and the nature of his 
leadership. For example, he quoted a 300 year old saying that, “A 
man cannot be an island unto himself.” How well this typifies his 
own philosophy. Then, in referring to recent social trends in Canada 
and the United States, he stated that, ““The movement is progres- 
sive—never retrogressive.” Again, how characteristic this is of Don 
Gullett’s record of service to dentistry and to the public. 

Again, by way of offering a warning to dentists who might tend to 
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be apathetic in regard to the social responsibilities of our great pro- 
fession, Dr. Gullett reminded us that, “The leadership can pass into 
other hands.” An apt and timely note of caution! And in this in- 
stance, the statement suggests a second interpretation as well, since 
we have tonight witnessed the inevitable transference of leadership 
of the College—from Dr. Gullett to our new President, Dr. Edgar 
Swanson. 

I know all of you in the College join me when I say that we are 
deeply grateful for Don’s contributions as a Fellow, a Regent, and 
during the past year, as President, for his unselfish devotion to den- 
tistry and to the ideals of the College, and for his forward-looking 
and inspiring leadership. Now, as I present the Service Key of the 
American College of Dentists to our retiring President, I speak 
officially for the Officers and Regents when I say that we are deeply 
grateful for the privilege of working with you, Dr. Gullett. 

And finally, before I close, may I use another quotation from his 
remarks as presiding officer at the Convocation this afternoon. You 
will recall that he said, “Behind every man, there is a woman—with 
nothing to wear.” Now, to prove to you that even the best man can 
be wrong sometimes, I would like to ask Dr. Gullett’s lovely wife, 
Alice, to stand and be recognized and admired. 

Dr. Gullett accepted the Service Key and responded graciously. 





The Inaugural Address 


EDGAR W. SWANSON, D.D.S., M.S.D. 


It is with sincere humility and a deep sense of pride that I accept 
the gavel and the presidency of the American College of Dentists. 
Dr. Gullett, you have served the College in a most inimitable man- 
ner. Your years of experience in organized dentistry has been of tre- 
mendous value to the College and has reflected even greater honor 
to your own already impressive record which makes it more difficult 
for the man who follows you. 

In 1940, I was inducted as a Fellow in the American College of 
Dentists. This was an honor which I deeply appreciated and have 
enjoyed in many ways. Since that time I have had the privilege of 
serving the College by being a member of several of its special and 
standing committees, and an officer of the Illinois Section. 

Five years ago, I was elected a Regent of the College. Here again 
was an honor I never anticipated because I see so many Fellows 
about me who are more deserving and who could contribute more 
than I. However, this gave me an opportunity to become associated 
with as fine a group of men it has been my pleasure to know and to 
work with, namely, the Officers and Regents of the College who have 
come from all parts of the United States and Canada. This is a hard 
working Board and I wish every one of you could see them in action. 
If that were possible, I think most every Fellow of the College would 
go back to his Section inspired to do his bit for the control of dental 
disease on both the local and national levels. 

It is an education in itself to listen to the discussions on matters 
of administration and policy of the College, usually presented by the 
Secretary, ‘““Mr. College” himself, Otto Brandhorst (a driver but 
a most beloved man), and other mattters propounded by the Of- 
ficers and Regents themselves. Much interest in shown, and marked 
attention is given to the chairman of the standing committees when 
they make their reports to the Board which usually provoke much 
discussion. Many of these committee reports have contained so much 
valuable material that they have been printed in the journals of the 


Presented at the Los Angeles Convocation, October 16, 1960. Dr. Swanson is Professor 
of Operative Dentistry and Secretary of the Faculty, Dental School, Northwestern 
University. 
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American College of Dentists and the American Dental Association. 
Several were of such a nature that pamphlets have been printed and 
distributed to the Fellows of the College, incoming and graduating 
students, and to the membership of the American Dental Association. 
We are always mindful that our contributions of every nature should 
coincide with the policies of the American Dental Association. Many 
projects have come to fruition by the collaboration of both bodies. 

Also, I think you should know that during the four years I served 
as a Regent, there was only one absentee and that was bcause of ill- 
ness. Another item I think you should know is that the Officers and 
Regents receive no travel or expense accounts to attend these meet- 
ings. They devote their time, money, and valued counsel on matters 
pertaining to the projects and problems confronting the profession 
and the work of the College. As President-elect, the budget allocated 
me $5.00 for “incidentals.” 

Membership in the College has been by invitation in recognition 
of some outstanding achievement or contribution made by the nom- 
inee to the profession and society on the local and national levels. 
Too frequently Fellows who have been so honored by membership in 
the College sit back in complacency, with the feeling that they have 
done their bit and are satisfied to enjoy the many privileges this 
affiliation affords. Membership in the College should be an in- 
centive for further research and activity in the advancement of den- 
tistry, for as G. V. Black has so often been quoted, “The professional 
man has no right to be other than a continuous student.” 

I am sure you have noted an increase of younger men being in- 
ducted into the College. Some of the Fellows of the College have 
been quite critical of this action. I believe the unwritten policy of 
the Board of Censors not to consider nominations for Fellowship to 
anyone who has been out of school less than 10 years should be 
changed. I am sure, too, that if you were to make some observations 
you would find quite a few young men who have been out of school 
for only seven or eight years but who are making a tremendous con- 
tribution to the profession, particularly in the fields of research and 
education. 

The College is now 40 years old. During this comparatively short 
time it has contributed much to dentistry and to the American Den- 
tal Association. What the next 40 years will bring, no one can tell, 
but I am sure that we will see a tremendous advancement in the 
field of dentistry because of the improved basic training which is 















290 JOURNAL OF THE AMERICAN COLLEGE OF DENTISTS 


being given to our dental students not only in the classrooms, but in 
the most modernly equipped laboratories and clinics as well. These 
students are also receiving a most valuable training in many of our 
hospitals, so that when patients require hospital service the dentist 
will be able to conduct himself in hospital routine with credit to 
himself and to his medical colleagues. 

In the 40 years of the life of the College, it has developed a num- 
ber of traditional features. One of them is the orations read or de- 
livered by the retiring President, and the incoming President at the 
dinner following the Convocation, and at which our ladies are pres- 
ent. These speeches were given by the leaders of the dental profes- 
sion who contributed much to the success and accomplishments of 
the College. It is through their efforts and foresight that the College 
enjoys its high place in dentistry today. While I heartily approve and 
revere these honored gentlemen and their words of wisdom, I be- 
lieve you have listened to enough speeches of late (both educational 
and political) that you, especially the ladies, would be most unhappy 
if I followed their trend and presented a 30 minute paper. I am 
neither a writer nor a speaker. For this reason, I am going to follow 
the example set three years ago by our “peerless and fearless” Past- 
President, Jerry Timmons, by curtailing my inaugural address to 
these few words. 

In closing, I again thank you for the honor you have bestowed 
upon me by electing me to the presidency of such a scholarly or- 
ganization. I hope I will not fail you. One thing I can say for sure is, 
that if Otto Brandhorst keeps his good disposition, we will have a 


good year! 
25 E. Washington Street 
Chicago, Illinois 











MINUTES OF THE MEETINGS OF 
THE BOARD OF REGENTS 


October 14, 15, and 18, 1960, Los Angeles 


First Meeting 


The Board of Regents of the American College of Dentists con- 
vened in the Biltmore Hotel, Los Angeles, on Friday, October 14, 
1960, at 9:00 a.m. Twelve members were present. President Gullett 
presided. 

Minutes of the meeting of February 7, 1960, in Chicago, were ap- 
proved. 

Report on Minutes was received. 

Reports of Officers and Regents were received. 

The Treasurer’s report indicated a balance in the checking ac- 
count of $30,078.69, and U. S. Bonds in the amount of $33,000.00. 

The Secretary reported as of October 1, 1960, a membership of 
2,649 Fellows, including 29 Honorary Fellows. He reported the 
deaths of 18 Fellows since the February meeting of the Board of 
Regents. (For the complete list of Fellows who died since the last 
Convocation, see the Convocation Minutes in this issue.) 

The Secretary also reported an up-swing in section activities, in- 
dicating a wider interest in the various projects before the College 
and the profession. 


Second Meeting 


This afternoon meeting was devoted mostly to hearing the reports 
of committees. These reports, and decisions affecting them, will 
be published in subsequent numbers of the ACD Reporter. 

New Business: It was voted to increase the subscription price of 
the JOURNAL OF THE AMERICAN COLLEGE OF DENTIsTs to $7.50 a year, 
and $2.00 for single copies, after December 31, 1960. 

Because Fellows are experiencing difficulties with transporting 
their cap and gown to the annual meeting, the Board decided to 
discontinue the issuing of cap and gown to new members and to 
supply the candidate and sponsor with a cap and gown on a rental 
basis after 1960. The rental charge will be borne by the College. 


These Minutes have been compiled and abbreviated by the Secretary, O. W. Brand- 
horst. The detailed Minutes are on file in the Central Office. 
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The Exchange Fellowship plan suggested by the Fellows of Great 
Britain was approved in principle, with details to be developed. 
A plan for an interchange and distribution of dental publications 


was approved. 


Third Meeting 


This evening meeting convened at 7:30 p.m. The Board reviewed 
the activities of the College and the worthiness of the numerous 
projects proposed. A budget showing a net balance of $763.33 was 
adopted. 

The Board approved the suggestion that members be urged to sup- 
port the good will efforts of the hospital ship, SS HOPE I, which 
stands for “Health Opportunities for People Everywhere.” Publicity 


is to be given the project. 


Fourth and Fifth Meetings 


Saturday morning and afternoon, October 15, were devoted to a 
review of a number of the activities of the College. 

President Gullett, at the request of the Board, read his presidential 
address, entitled ‘““The Meaning of the Present,” which projected 
some of the urgent problems facing the profession, the background 
that produced the present situation, and the responsibilities ahead. 

The topic discussions were informal. However, persons had been 
designated to introduced the several subjects to be discussed: 


The Objectives of the College Edgar W. Swanson, Chicago, IIl. 
The Relation of the College to the 

Dental Profession Henry A. Swanson, Washington, D. C. 
Dentistry as a Health Service Walter J. Pelton, Washington, D. C. 


The Use of Auxiliary Services in 
Dentistry 


Philip E. Blackerby, Jr., Battle Creek, 
Mich. 


Carl L. Sebelius, Nashville, Tenn. 






World Relations 
The discussions were good, with broader horizons evident in sev- 
eral areas, and greater effort in the solution of many of the problems 


indicated. 
Several special committees were appointed to expedite activity in 
some of these areas, including one to give attention to the report on 


the Survey of Dentistry. 






















MINUTES OF THE MEETINGS 


Sixth Meeting 


This meeting was held on Tuesday morning, October 18, from 
8:00 to 9:00 a.m. It was the first meeting of the new Board. Dr. Ed- 
gar W. Swanson presided. Committee appointments were discussed. 

Dr. John E. Gurley was selected as Historian for the ensuing year. 

The printing contract for the JOURNAL for 1961 was awarded to the 
present printer, The Ovid Bell Press, Inc., Fulton, Mo. 

The plans for the Chicago meeting of the Board of Regents 
(February 5, 1961) and the 1961 Convocation in Philadelphia (Oc- 
tober, 1961) were discussed. The Bellevue Stratford Hotel, Phila- 
delphia, will be the ACD headquarters. 





CALENDAR OF MEETINGS 


CONVOCATIONS 
October 15, 1961, Philadelphia 
October 28, 1962, Miami Beach 
October 13, 1963, Atlantic City 


November 8, 1964, San Francisco 

















American College of Dentists 
OFFICERS, 1960-1961 






President Treasurer 





Epcar W. SWANSON WILLIAM N. HopcKIN 
25 E. Washington St. Warrenton, Va. 
Chicago, III. 






Historian 





President-elect 





JOHN E. GURLEY 
Henry A. SWANSON 350 Post St. 


919 18th St. N.W. 
Washington, D. C. 






San Francisco, Calif. 








Vice-President Secretary 









GEORGE S. EASTON Otro W. BRANDHORST 
102 Dental Bldg. 4236 Lindell Blvd. 
Iowa City, lowa St. Louis, Mo. 






Editor 











Tuomas F. McBrivE 
Ohio State University 
College of Dentistry 
$05 West 12th Ave. 
Columbus, Ohio 


REGENTS 















Percy G. ANDERSON WALTER J. PELTON 
Faculty of Dentistry Room 3324 HEW Bldg., South 
University of Toronto Washington, D. C. 
124 Edward St. 
Toronto, Canada James H. SpRINGSTED 
230 Stilz Ave. 





Car J. STARK oti 
1238 Keith Bldg. Louisville, Ky. 
Cleveland, Ohio 







PHILip E, BLACKERBY, JR. 










RALPH J. BOWMAN W. K. Kellogg Foundati 
_K. ogg Foundation 
121 East 60th St. ; 
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WILLIAM B. RybeEr, JR. CrAwForp A. MCMuRRAY 
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Committees: 1960-1961 


BYLAWS 


Witey F. Scuuttz, Chairman, 624 Hanna Bldg., Cleveland, Ohio 

GeraLp D. Timmons, 3223 N. Broad St., Philadelphia, Pa. ............ 

V. Joun Oucwiper, 3798 25th St., Sam Francisco, Calif. ..............+. 1963 
Grorce W. Teuscuer, 311 E. Chicago Ave., Chicago, Ill. .............. 1964 
Wicsur P. McNu ty, 3501 S. Harrison St., Ft. Wayne, Ind. .......... 1965 


CONDUCT 


Witu1aM F. Swanson, Chairman, University of Pittsburgh, School of 
Dentistry, Pittsburgh, Pa. 

Car.os H. Scuorr, Forest Hills Drive, East Hyde Park, Cincinnati, Ohio 1962 

Joun F. Jounston, 4736 E. Pleasant Run Parkway, Indianapolis, Ind..... 1963 

Joun E. Bunter, Emory University, School of Dentistry, Atlanta, Ga..... 1964 

STEPHEN P. Forrest, 3556 Caroline St., St. Louis, Mo. .............4045+ 1965 


EDUCATION 


WILLiaM J. Simon, Chairman, State University of Iowa, School of Dentist- 

ry, lowa City, lowa 
L. WALTER Brown, JR., 136 Harrison St., Boston, Mass. ...........+++++ 1961 
Aton W. Moore, University of Washington, School of Dentistry, 

Seattle, Wagh. ......ccccccccccccccccccccccccccecccccsccccscevenes 1961 
Epwarp J. Cooksey, 1101 Hermann Professional Bldg., Houston, Tex. .. 1962 
Donatp A. Keys, University of Nebraska, College of Dentistry, Lincoln, 

NED. 2 cccccccccccccccccccccccncscccccsccccsccscescesesessescess 
DENTON J. Rees, 1033 S.W. Yamhill, Portland, Ore. ...............+++5. 1962 
Joun B. Witson, 1427 San Marino Ave., San Marino, Calif. ............ 1962 
EpwArp J. Forrest, 808 S. Wood St., Chicago, Ill. ...........0eeeeeees 1963 
KENNETH V. RANDOLPH, 24 Bates Rd., Morgantown, W. Va. .......... 1963 
Joun J. Toccuint, 344 14th St., San Francisco, Calif. ..............+4+- 1963 
Frank M. Wentz, 111 N. Wabash Ave., Chicago, Ill. ...............- 1963 


Consultants 


J. WALLAcE Forses, 1420 Medical Arts Bldg., Philadelphia, Pa. 
G. WiLLarp Kine, 840 N. Lake Shore Drive, Chicago, Ill. 
SHAILER PETERSON, 222 E. Superior St., Chicago, Ill. 

REGINALD H. SuLens, 840 N. Lake Shore Drive, Chicago, Ill. 


GROWTH AND AGING OF THE FACE 


Joun E. Guster, Chairman, 4660 Maryland Ave., St. Louis, Mo. ...... 1961 
Jack Kreutzer, 2 College St., Toronto, Canada 

Wirton M. Krocman, 1040 Cornell Ave., Drexel Hill, Pa. ............ 
SAMUEL PruzaNsky, 64 Old Orchard, Skokie, Ill. ............5000005- 1964 
Rosert M. Ricketts, 875 Via de La Paz, Pacific Palisades, Calif. ...... 1965 
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Consultants 


WituiaM S. BranpHorstT, 9827 Clayton Road, St. Louis, Mo. 
E. V. Cowpry, M.D., Washington University School of Medicine, St. 
Louis, Mo. 
HEALTH SERVICES 


Harotp M. Kramer, Chairman, 1414 Medical Arts Bldg., Portland, Ore. 

Henry D. Cossitt, 942 National Bank Bldg., Toledo, Ohio 

Epmonp A. WILLIs, 1221 Frederica St., Owensboro, Ky. ..........+-++++ 

James E. Baver.e, 1101 Medical Arts Bldg., San Antonio, Tex. ........ 

ALBERT H. TRITHART, Division of Dental Health, Montana State Board 
of Health, Helena, Mont. 


Consultants 


RupotpH H. Friepricu, Columbia University, College of Physicians and 
Surgeons, 630 W. 168th St., New York, N. Y. 
B. Duane Moen, 222 E. Superior St., Chicago, Ill. 


JOURNALISM 


Issac SissMAN, Chairman, 4041 Jenkins Arcade, Pittsburgh, Pa. ........ 
WiLuaM P. ScHoeENn, Jr., 1757 W. Harrison St., Chicago, Ill. .......... 
HERMAN L. Husincer, 501 Second National Bank Bldg., Saginaw, Mich. . . 
RALPH Rosen, 7247 Delmar Blvd., St. Louis, Mo. ........0-+eeeeeeeee 


LawrENCcE W. BrimsterFer, | Kinship Road, Baltimore, Md. ............ 
Tuomas F. McBrive, Editor, Ex-officio, Ohio State University, College of 
Dentistry, Columbus, Ohio 


PROFESSIONAL RELATIONS 


Byron W. Battey, Chairman, 1528 State St., Santa Barbara, Calif. ...... 
Maurice J. Hickey, University of Washington, School of Dentistry, 

Seattle, Wash. .....cccccccccccccccccccscccccccccscccsesccceeccess 
RoBERT JorDAN, 310 Medical Arts Bldg., Atlanta, Ga. ..........+++4+: 
Joun W. Creecn, 2012 Del Norte St., Berkeley, Calif. .............0+++: 
Harry N. Wacner, Morgan Bldg., Henryetta, Okla. .........++-0+00+: 
CuHares A. WALDRON, Emory University, School of Dentistry, Atlanta, Ga. 
Witt A. Atstapt, 400 Worthen Motor Bank Bldg., Little Rock, Ark. 


Consultants 


Cuauncey D. Leake, Hamilton Hall, Ohio State University College of 
Medicine, Columbus, Ohio 
Mr. Aris MALLAs, JR., Texas Research League, 403 E. 15th St., Austin, 


Tex. 
RESEARCH 


SEyMouR J. KrEsHOvER, Chairman, National Institute of Dental Research, 
Bethesda, Md. .........ccccccccccccccccccesecscccccccccesesccers 
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Homer C. Vaucnan, 608 Fifth Ave., New York, N. Y. ..........60000005 1962 
Rosert G. Kesex, 808 S. Wood St., Chicago, Ill. ..........0eeeeeeeeees 1963 
A. Geratp Racey, 1414 Drummond St., Montreal, Can. ..........+.++: 1964 
James A. ENG.isH, University of Buffalo, School of Dentistry, Buffalo, 


Tuomas J. Hitt, Brecksville, Ohio 
WORLD RELATIONS 


Pau. E. Boy.e, Chairman, Western Reserve University, School of Den- 

tistry, Cleveland, Ohio 
A. RAyMonD BarALT, JR., University of Puerto Rico, School of Dentistry, 

c/o School of Medicine, San Juan, Puerto Rico 
HAROLD HILLENBRAND, 222 E. Superior St., Chicago, Ill. .............. 1963 
Geratp H. LEATHERMAN, 35 Devonshire Place, London, England .... 1964 
Osep H. Moen, 6 Main St., Watertown, Wisc. 


Consultants 


Donato W. Guttetr, 94 Coldstream Ave., Toronto, Canada 
WituiiaM N. Hopckin, Warrenton, Va. 
Geracp D. Timmons, 3223 N. Broad St., Philadelphia, Pa. 


NECROLOGY (one year appointments) 


Rosert P. DresseL, Chairman, 2165 Adelbert Road, Cleveland, Ohio 
BENJAMIN C. AMuNpsoN, 2031 W. Superior St., Duluth, Minn. 
Everett K. Patron, 3650 Campbellton Rd. S.W., Atlanta, Ga. 


NOMINATING (one year appointments) 


Jay H. Esoieman, Chairman, 611 Arbutus St., Philadelphia, Pa. 
Epwarp T. BuTier, 468 Delaware Ave., Buffalo, N. Y. 

Leroy E. Know ss, 1321 N. Vermont Ave., Los Angeles, Calif. 
ArTuur J. Sxupa, 906 S. Park Ave., Hinsdale, Ill. 

Avsert C. Tuck, 129 E. Jackson St., P. O. Box 978, Thomasville, Ga. 





Book Reviews 





DENTAL AUXILIARY PERSONNEL. By Robert K. Stinaff, D.D.S. 157 pp. 
St. Louis: C. V. Mosby Co. 1959. $3.85. 


his is a compilation of the proceedings of a two-day Workshop conducted 
by the American Academy of Dental Practice Administration in 1958 at Chicago. 

The book is divided into four major sections all dealing with the complexities 
encountered when using dental auxiliary personnel in practice. The information 
given on the many ramifications of this problem is quite complete. The authors 
present data, along with ideas from leading men in the field of practice admin- 
istration, that are enlightening to the basic problems involved. 

The entire theme of the book tends to bring out the need of educational pro- 
grams for the dental assistant which would lead to a form of certification that 
could be recognized nationally by the profession. 

The book can be recommended to dentists who desire a better understanding 
in the management of auxiliary personnel. Due to the repetition of concepts 
and the narrowness of scope this book would probably be more suitable as a 
reference source rather than a text for use in dental schools. 

Paul R. Weisenstein, Columbus, Ohio 


PRACTICAL ORTHODONTICS. By George M. Anderson, D.D.S., Sc.D. 
With the collaboration of Paul A. Deems, D.D.S., and with four contributors. 
Ninth Edition, 738 pp. St. Louis: C. V. Mosby Co. 1960. $18.00. 


This text has been considered a standard work in the orthodontic field since 
the Ist edition in 1914. This, the 9th edition, appears to have been revised in 
some respects. The most notable change is the style and type of print with the 
resultant ease in reading as compared with previous editions. 

The illustrations in this edition have been reviewed and brought up-to-date 
as evidenced in the section on diagnostic records. Figure No. 214 has been re- 
oriented to show a more logical relationship. (It might have been a printing 
error in the 8th edition, but to observe the illustrations 45° off normal was 
quite confusing.) 

The significant chapter on cephalometric examinations contributed by Broad- 
bent is not as new as the publisher would have prospective readers believe. How- 
ever, the use of cephalometrics is noted throughout the whole book. 

Under the chapters on appliances there is a strong leaning toward the so- 
called labial-lingual technique with very little on other types of appliances. 
One exception is the chapter on the edgewise arch mechanism by one of the 
four contributors. A comparison of the use of these various appliances under 
the chapters on treatment of malocclusion might have made this a more “middle 
of the road” presentation as advertised by the publishers. 

The changing of the placement of references to the end of the chapters, with 
the exception of the chapter on history, is a most welcome change. Many of the 
earlier references have been replaced by more recent publications and quite a 
few have been added since the last edition. 

This reviewer is of the opinion that there has been little over-all change in 
this already popular well used text. The book has been brought up-to-date with 


298 





BOOK REVIEWS 299 


late references, some new illustrations, some replacements and some deletions, 


and a little rearrangement. 
Benjamin H. Williams, Columbus, Ohio 


ORAL ANATOMY. By Harry Sicher, M.D., D.Sc. 3rd Edition, 514 pp. 
St. Louis: C. V. Mosby Co. 1960. $13.50. 


Ever since the appearance of Dr. Sicher’s Ist edition of his Oral Anatomy, 
this reviewer has been impressed with his breadth of knowledge of the subject, 
with his inimitable manner of presenting it clearly and succinctly, and with 
his ability to apply the anatomic details to the practice of clinical dentistry. 

The present edition rather than containing deletions, instead presents im- 
portant additions to the subject matter. Thus it brings up-to-date new knowl- 
edge that has accumulated with reference to the developmental growth of the 
skull and to the functional anatomy of the temporo-mandibular articulation, 
about which so much interest is shown in modern dentistry. Other additions, 
too numerous to mention, are incorporated, all of which add immensely to the 
value of this outstanding and noteworthy book. Also, in conformity with re- 
vised editions of modern textbooks on anatomy, this 3rd edition includes the 
new anatomic nomenclature which was adopted by the International Nomen- 
clature Committee meeting at Paris in 1955, although it retains the old and 
familiar terms which are placed in parentheses whenever new ones are in- 
troduced. 

Several new illustrations have been added, all of which increase the merits 
of this work. Among the advantageous features of this treatise, as opposed to 
the standard textbooks on anatomy, are the concentration of the subject matter 
including a detailed description of the skull; of the muscles, viscera, blood 
vessels, lymphatics and nerves of the head and neck; of the alveolar processes; 
and of the temporo-mandibular articulation, as well as the application to den- 
tistry of these structures. Thus, chapters are devoted to such topics as the anat- 
omy of local anesthesia, arterial hemorrhages, propagation of dental infec- 
tions, tracheotomy and laryngotomy, in addition to which is an excellent de- 
scription of the edentulous mouth. 

In short, this reviewer definitely is of the opinion that every practitioner of 
dentistry should have a copy of this work in his professional library and should 
never let it collect dust. 

Linden F. Edwards, Columbus, Ohio 


PARTIAL DENTURES. By Merrill G. Swenson, D.D.S. and Louis G. Terkla, 
D.M.D. 2nd Edition, 389 pp. St. Louis: C. V. Mosby Co. 1959. $10.50. 


This book covers comprehensively the subject of partial dentures; the re- 
visions and changes from the earlier editions are for the better. The first part 
is concerned with the principles, the philosophy, and the requirements of 
partial dentures. The second part is a step-by-step application of these prin- 
ciples to the construction of the appliances from the first contact with and in- 
struction to the patient, to the completion of the denture and insertion in the 
mouth. 

The consideration of the patient’s knowledge and attitude, and the necessary 
information to be imparted is particularly well-handled. Included is the pres- 
entation of the treatment plan, the explanation of mouth preparation, and the 
aims of the intended construction. A description of the partial denture and a 
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consideration of good and bad appliances is included. It is gratifying to see these 
topics, so vital to the success of the appliance, discussed so well; particularly in 
view of the tendency of too many practitioners to neglect these aspects in their 
haste to proceed with the construction. 

The authors suggest one more classification of partial dentures, based as they 
state “upon reasoning rather than memory.” This adds to classifications already 
proposed, none of which has been accepted universally. Until general acceptance 
of any classification is achieved, only greater confusion can result. The very 
question of a classification should be re-examined. The analogy to cavity classi- 
fication can be questioned, and also the extent of practical application. 

Surveying of casts is treated well. Emphasis is placed on the advantage of the 
anterior tilt of the cast to utilize the distal undercut of bicuspid abutments with 
two free-end denture bases. It is difficult to understand why the authors do not 
apply this same principle to the clasp they describe at length, and generally 
prefer for cuspids. The esthetics, retention, and likely causation of caries by 
this cuspid clasp are controversial. 

The recommendation that two abutment teeth be clasped for each edentulous 
area (including double abutting for free-extension bases) is worthy of serious 
consideration. It may well be the means of avoiding many instances of loosen- 
ing of abutments in this type of partial denture. The necessity for maximum 
tissue coverage and support is well expressed. 

The illustrations in the text are profuse, clear, and well executed. The de- 
scriptive matter is full, if somewhat repetitive (perhaps for emphasis), and 
well placed by being adjacent to the illustrations for simplified and easy study. 
The second part foflows in full and careful detail every step in the construction 
of partial dentures, including flasking, and polishing of both gold and chrome 
cobalt skeletons. 

One puzzling omission is the lack of emphasis on the necessity for a relatively 
uniform thickness of the elastic impression material—a point that has been 
made by so many researchers. 

A chapter describing a number of partial denture solutions, and fundamentals 
involving cleft palate cases is also included. A really outstanding feature is the 
complete list of references covering 18 years, and carefully categorized for every 
phase of partial denture construction. 

A partial glossary of prosthodontic terms compiled by the Academy of Denture 
Prosthetics completes the text. 


William D. Heintz, Columbus, Ohio 








